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ABSTRACT 
Research has proved psychotherapy to be effective (Wampold, 2007) though longer 
term outcomes are less well investigated and relapse still occurs (Crown, 2002; 
Eaton et al, 2008). There has been little research into how mental health is managed 
once discharged from therapy, yet the importance of self-management has been 
highlighted by both professionals and service users (Barlow et al, 2002; Todd et al, 
2012). This study focuses on individuals who found psychological therapy to be of 
benefit and aimed to explore their experiences of how they manage their mental 
health on a daily basis after discharge. Eight participants who had completed a 
minimum of six sessions of therapy within adult psychological therapy services and 
subjectively felt they had benefitted at the time of discharge were interviewed about 
their experiences. Using thematic analysis to analyse the data, five core themes were 
identified; ‘how therapy is helping me now’, ‘life changing’, ‘things that helped 
therapy to be successful’, ‘things outside therapy that are helping me now’ and ‘how 
therapy could be improved’.  Participants maintained their mental health in similar 
ways irrespective of the initial presentation of symptoms, type of treatment received 
and the therapist they saw. Subthemes offer a deeper understanding of what people 
took from therapy and how the changes made are still being used to maintain mental 
health. Important factors included the acceptance of mental health difficulties, 
previous difficult life experiences, and the recognition that continued effort and 
distress in life are to be expected. Understanding and changing interpersonal 
relationships was also highlighted along with the importance of valuing yourself and 
not putting others’ needs before your own. Specific strategies were also commented 
upon including cognitive techniques as well as relaxation and mindfulness. Findings 
from the analysis are discussed in relation to the literature, along with the 
consideration of clinical implications and future research. 
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ABBREVIATIONS 
 
ACT: Acceptance and commitment therapy 
ADM: Anti-depressant medication 
APTS: Adult psychological therapy service 
CAMHS: Child and adolescent mental health service 
CAT: Cognitive analytic therapy 
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CORE-OM: Clinical outcomes in routine evaluation – outcome measure 
EBP: Evidence-based practice 
GP: General practitioner 
GT: Grounded theory 
IAPT: Improving access to psychological therapies 
IPT: Interpersonal therapy 
m-ADM: Maintenance anti-depressant medication  
MBCT: Mindfulness based cognitive therapy  
NHS: National Health Service 
NICE: National Institute for Health and Care Excellence  
NNT: Numbers needed to treat 
OCD: Obsessive compulsive disorder 
PBE: Practice-based evidence 
PICT: Psychologist in clinical training 
PTSD: Post-traumatic stress disorder 
R&D: Research and development department 
RCT: Randomised control trial 
WRAP: Wellness recovery action plan 
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CHAPTER ONE: INTRODUCTION  
 
The following study aims to understand what clients take from therapy that helps 
them manage their problems on a day to day basis after therapy has ended. I will 
present a rationale for the study, beginning by outlining the evidence for the 
effectiveness of psychotherapy. I will then go on to discuss the limitations of 
evidence-based practice and the importance of practice-based evidence in relation to 
clients that are seen within secondary care mental health services and the practice of 
therapists within them. Long term outcomes will then be discussed, considering 
relapse and the importance of self-management approaches and research into this 
area. 
Psychotherapy 
Does it work? 
There has been much research into psychotherapy over the decades considering 
questions such as; does it work? How does it work? Is one type of therapy more 
effective than another? In terms of answering the question of whether psychotherapy 
works; it has proved its effectiveness across a range of mental health difficulties and 
continues to do so. As judged by quantitative outcome measures, psychotherapy 
consistently produces an effect size of 0.8. This means the average score on a given 
measure of those receiving treatment is 0.8 of a standard deviation better than the 
score of those who are in a comparison group, i.e. not receiving treatment. Simply 
put, clients receiving treatment will score above 79% of those who are not receiving 
treatment (Lambert & Ogles, 2004; Wampold, 2007).  
 
Psychotherapy has also been evaluated in terms of number needed to treat (NNT), an 
outcome measure commonly used in medicine. NNT is based on the number of 
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people needed to receive the intervention to achieve a better outcome than would 
have been gained should the intervention not have been received. Kraemer and 
Kupfer (2006) highlight an effect size of 0.8 equates to a NNT of around three; 
meaning three people need to receive psychotherapy in order to achieve a better 
outcome than not receiving psychotherapy. Though the evidence does not establish 
psychotherapy as a guaranteed success with all clients, it has been found to equal or 
be more effective than many medical treatments including the influenza vaccine, 
cataract surgery and taking aspirin as a prophylaxis for heart attacks (Wampold, 
2007).  
It is with such evidence that psychotherapy is now firmly established in the National 
Institute for Heath and Care Excellence guidelines (NICE 2009; 2011) often as a first 
line of treatment. There is now widespread recognition of the efficacy of 
psychotherapy in the treatment of depression, anxiety and other mental health 
problems as a standalone treatment or alongside a pharmacological option (DeMaat 
et al, 2007; DeReubis et al, 2005; 2009; Dimidjian et al 2006; Barlow et al, 2000; 
Vocks et al, 2010; Deacon & Abramowitz, 2005).  
Is one model more effective? 
With psychotherapy research establishing effectiveness, attention focussed on the 
question of whether any one type of psychotherapy model or theory has an 
advantage over any other. Many therapists would associate themselves with a 
particular model depending on their preferences, training or work environment. This 
created allegiances between researchers and a “battle of the brands” (Hubble, 
Duncan & Miller, 1999) where competition was rife to determine the ‘superior’ 
therapy. In line with medical research it was thought the most robust way to test 
superiority would be through randomized control trials (RCTs) which are often 
referred to as the ‘gold standard’ of research. A RCT involves randomly allocating 
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participants to an intervention or control group which should be explicitly described. 
This minimises allocation bias and allows researchers to determine if there is an 
effect from the intervention compared to the control group. Inclusion and exclusion 
criteria of participants are clearly defined and require representative samples of 
adequate size to enable statistical analyses of results, to determine the effectiveness 
of the intervention. The impact of the intervention will be determined from outcomes 
defined at the outset of the trial. In the case of psychotherapy the aim would be to 
test a treatment type. One condition would see the group receiving the type of 
psychotherapy being tested, whilst the control group would receive an alternative 
form of psychotherapy or no active treatment. Other than the difference in the 
intervention being received, participants should be treated equally, to reduce the 
likelihood other variables impacting upon the results. In 1995, The Division 12 Task 
Force (American Psychological Association, 1995) ranked methodological 
techniques employed in research studies to the extent to which they control for 
confounding variables and other sources of bias; they rated RCTs as the top method. 
NICE also states RCTs are generally to be considered the most rigorous 
experimental study design (NICE, Third edition, 2012).  
 
Research has not been able to demonstrate convincingly that a specific model or 
therapy is most effective at treating a specific difficulty. Wampold (1997, 2001) 
conducted a meta-analysis comparing psychological therapies to determine influence 
on outcome and found that 87% of the variance was due to extra-therapeutic factors. 
Of the 13% that was ascribed to the treatment; 8% was attributed to the therapeutic 
alliance, 4% for the therapist’s allegiance to and enthusiasm for the model being 
used and the final 1% was accounted for by the model or technique itself. Luborsky 
et al (2002) conducted a meta-analysis of treatments (cognitive and psychodynamic) 
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for common mental health problems (anxiety and depression) and found differences 
between them were small. Though the research figures are stark in demonstrating the 
equivalence of therapies, it led some to question whether there was still some 
evidence for certain therapies being superior for specific ‘disorders’. This was 
particularly questioned in regards to anxiety disorders and the most common 
treatment for this group, cognitive behavioural therapy (Barlow, 2004). However, in 
a review of meta-analyses conducted by Wampold (2001, 2006), no evidence was 
found to demonstrate one type of treatment for anxiety disorders was more effective 
than any other. This has also been found to be the case for the treatment of 
depression (Wampold, 2007). The results of such research in the field have led to 
statements from Hubble et al (2010) that “the existence of specific psychological 
treatments for specific disorders is a myth”. The most recent review of the 
equivalence literature is that of Marcus, O’Connell, Norris and Sawaqdeh (2014) 
who conducted a meta-analysis of treatment comparison studies between 1996 and 
2012. They questioned whether some of the methods used by Wampold et al (2007) 
to analyse the data may have minimised treatment differences. The majority of the 
studies compared CBT to other therapies including; behaviour therapy, interpersonal 
therapy, acceptance and commitment therapy and psychodynamic therapy. Marcus et 
al (2014) found some bona fide treatments are more effective than other bona fide 
treatments when specific treatment outcomes are assessed at the end of therapy e.g. 
habit reversal therapy for tic disorders and CBT for panic disorder; with a 55% 
success rate compared to a 45% success rate for less effective treatments. The 
criteria for treatments to be considered bona fide were the treatment targeting a 
problem or issue that was clinically relevant as well as being tailored to the client. It 
must also have met two of four other criteria, consisting of 1) having a treatment 
manual, 2) citing a therapeutic approach that was established 3) including ‘active 
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ingredients’ that have published citations or 4) including a description that contains a 
reference to an established psychological process. Though there was statistical 
significance for primary outcomes (measures of the symptoms) being reduced in 
specific disorders at the end of treatment, this was not the case for all diagnoses. 
There was no difference overall between bona fide treatments in regards to 
secondary outcomes i.e. quality of life measures at the end of therapy and follow-up, 
which was around six months. They also reported a tentative “perhaps” for the Dodo 
bird hypothesis being apparent in the case of primary outcomes at follow-up. The 
Dodo bird hypothesis makes reference to the quote from the Dodo in Alice in 
Wonderland of “Everybody has won, and all must have prizes” (Carroll, 1865), 
which was used to illustrate research findings by Rosenzweig in 1936. Rosenzweig 
(1936) identified four aspects of therapy he believed to be common factors across 
diverse forms of therapy. The four were 1) the therapeutic relationship, 2) a rationale 
being provided for the client to enable them to understand their difficulties and how 
they could be managed, 3) change being initiated from a number of starting points 
and 4) the therapist’s personality. The quote reflected Rosenzweig’s thinking that 
commonalities occurred across all schools of thought and one was not more effective 
than another. Though the statistical limitations when analysing the present data are 
highlighted, Marcus et al (2014) believe there could be “Dodo disorders” and “non-
Dodo disorders”. In summary, Marcus et al (2014) advocate the use of specific 
treatments when clients seek primary symptom reduction where it has demonstrated 
its effectiveness i.e. panic attacks or tics. However, overall they state that a specific 
treatment manual is unlikely to have a major impact on the treatment outcome, 
particularly at follow-up; which confirms previous research in this area. This 
declaration highlights the move from an allegiance to one type of therapy to an 
eclectic approach, with many therapists now being trained in multiple modalities and 
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describing themselves as “integrative” (Larsson, Kaldo, & Broberg, 2009). It is 
therefore important that research is conducted in settings which comprise of 
therapists trained in multiple modalities who practice therapeutic treatments from an 
integrative approach as they reflect the realities of clinical practice within mental 
health settings. The current research reflects these realities in a secondary care 
mental health setting in that participants presented with varying symptoms and were 
seen by different therapists within the service who do not work exclusively from one 
treatment approach. It is from this inclusive approach that the study will be able to 
determine if there are themes across these factors that support people in managing 
their mental health once they have been discharged from therapy. 
How does psychotherapy work? 
 
Thus far the questions have been answered in that psychotherapy does indeed work 
for a significant number of people and on the whole this is not due to a specific type 
of treatment, which leads to the question of how does it work? Lambert (1992) 
conducted a review of empirical studies on outcome research and proposed a four-
factor model of change based upon this. The four –factor model encompasses: extra-
therapeutic change factors, common factors, technique factors and expectancy 
factors. Estimated percentages of variance in outcome that each factor contributed to 
change in the therapeutic process were then apportioned. It was estimated that client 
and extra-therapeutic factors accounted for 40% of the change; which includes client 
factors such as severity of symptoms, motivation and personality and extra-
therapeutic factors outside of therapy that involve change in a client’s life such as 
relationships, work and other life events. Relationship factors were said to account 
for 30%, with model/technique and client hope/expectancy each contributing 15% 
towards change. It is believed that these factors transcend all approaches and are 
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essential elements in producing effective change. A subsequent meta-analysis by 
Wampold (1997, 2001) produced an even higher estimate than Lambert’s 40% of 
change being due to client and extra-therapeutic factors, finding 87% of treatment 
outcome being due to extra-therapeutic factors, leading Hubble et al (2010) to report 
their influence to be undeniable. Since the identification of the Dodo bird hypothesis 
in 1936, researchers have attempted to categorize the common factors, with varied 
results. Different authors have focussed on different domains of commonalities and 
in turn have produced numerous variations of the factors that lead to therapeutic 
success. Grencavage and Norcross (1990) reviewed a large body of literature on 
common factors to determine the commonalities that have been proposed. Their 
coding system was determined from a review of the literature, which saw them 
categorize common factors into five categories; client characteristics, therapist 
qualities, change processes, treatment structure, and relationship elements. Though 
the research was not without its limitations, i.e. not all research being empirically 
based, Grencavage and Norcross found eighty nine terms used to express common 
factors. The most common factor cited under the heading of client characteristics 
was “positive expectancies and hope for improvement”. Most frequently reported 
under therapist qualities was a rather general “beneficial therapist qualities”, 
however commonly cited was the therapist’s ability to “cultivate hope and enhance 
positive expectancies within the client”. The third category of change processes 
found an opportunity for catharsis and the “acquisition and practice of new 
behaviours” to be most common. Under the heading of treatment structure, the most 
reported factor was the use of “concrete techniques and rituals”. Finally, the fifth 
category, therapeutic relationship saw the most frequently reported common factor to 
be the development of the “therapeutic relationship or working alliance”. Overall, 
the most commonly cited factor was the development of a therapeutic alliance. 
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Research into the therapeutic relationship seems to be firmly established and has 
shown the superiority of client outcomes when working with therapists who are able 
to build more effective therapeutic alliances (Lutz, Leon, Martinovich, Lyons, & 
Stiles, 2007; Wampold & Brown, 2005). Goldfried and Davila (2005) would argue 
for a combination of the relationship and the technique used in therapy. They state a 
good therapeutic alliance increases the likelihood of the client engaging in the 
therapeutic techniques and the successful implementation of the techniques enhances 
the functioning of the alliance. This is echoed by Hill (2005) who highlights the 
inextricably linked nature of therapist techniques, client involvement and the 
therapeutic relationship. In regards to client involvement, Hill (2005) refers to clients 
as ‘active agents’ who seek out therapy and engage with therapists, utilising what 
they feel is helpful for them from the techniques being offered and making changes 
in line with these.  
 
Gelso (2011) highlights the emerging and continuing trend of the integration of 
techniques and the therapeutic relationship within the research literature. Although 
the shift towards integration has been strengthened, Gelso (2011) highlights the 
importance of acknowledging the differences between technical and relational 
factors and striving to continue to examine their relationship, the influences upon 
each other as well as on treatment processes and outcomes.    
 
It is difficult to disentangle the intertwined nature of psychotherapy factors and the 
impact they have on outcomes. These important factors include; the therapist giving 
the client a rationale for treatment and an explanation of their difficulties, the client 
being willing to participate in therapy and an agreement being reached regarding the 
tasks and goals of therapy (Hubble et al, 2010). Thus common factors demonstrate 
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their significance in therapeutic outcome, however, the overall question of how 
psychotherapy works is still in contention. An emphasis on therapy technique above 
other considerations such as common factors in the NICE guidelines is a cause for 
concern amongst practitioners such as Mollon (2009) and leads to questions 
regarding the clinical applicability of treatment guidelines. The concern surrounds 
the generalisability of RCTs to routine mental health settings, where clients present 
with many symptoms that fall into multiple diagnoses and are seen by therapists of 
varying abilities offering integrative treatment approaches. To evaluate technique 
alone minimises the importance of other such variables and the applicability of the 
findings. The current study aims to determine if there are any themes present, 
regardless of technique, that support individuals in managing their mental health on a 
day to day basis after they have been discharged from therapy. RCTs have their 
place in psychotherapy and have led to the development of evidence-based practices 
(EBP) which inform the NICE guidelines. Practitioners are recommended to follow 
these guidelines; the impact of which will now be discussed and evaluated in 
contrast to practice-based evidence (PBE) and routine clinical practice. 
Evidence-based practice 
 
In terms of research investigating the impact of psychotherapy, there are two 
important distinctions to be made; efficacy and effectiveness. Efficacy research aims 
to produce conditions that produce high internal validity. It is generally in the form 
of a RCT, i.e. comparing the treatment being investigated to a control group or a 
comparison treatment which clients are randomly assigned to. Evidence-based 
practice (EBP) recommendations are largely based on evidence from RCTs. The 
therapists in RCTs are usually highly trained in the specific form of therapy being 
provided and the client must meet strict inclusion and exclusion criteria of the 
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condition the treatment is designed to address, to reduce confounding factors that 
may impact on the outcome of the treatment. EBP has been able to provide clinicians 
with evidence on which to base their decisions, advocating for improved patient 
outcomes, detecting harmful therapies and setting a standard for comparison work to 
take place. However, the conditions under which a RCT study takes place do not 
necessarily reflect conditions under routine practice, particularly in secondary care. 
These conditions include the complexities of clients’ problems and co-morbidities as 
well as the range of therapies provided, hence the need for effectiveness research to 
be undertaken. 
 
Research methods that inform the NICE guidelines for psychological therapy are 
largely based on RCTs. RCTs have established their rigour and salience in the 
medical setting where they are commonly used; offering specific treatments to target 
specific symptoms/diagnoses. Psychotherapy is also established in scientific research 
methods to evaluate its effectiveness, with RCTs being used to determine which 
therapeutic approach is best. This has led to the manualisation of treatments methods 
such as cognitive behavioural therapy (CBT) for anxiety and depression. Manualised 
therapy can provide details of what treatment to use, how many sessions to offer, 
what work to cover in each session and homework to be set. This has been endorsed 
by the government and the Improving Access to Psychological Therapies (IAPT) 
programme which was founded in 2008, enabling increased access to talking 
therapies. Advocates of the manualisation of therapy state they provide an aid to the 
teaching and usage of EBPs as well as providing the “structural and conceptual 
boundaries of a treatment” (Addis & Cardemil, 2006). The benefit of such methods 
in the case of IAPT is undoubtedly giving access to psychological therapies to 
individuals that previously wouldn’t have received them. However, Duncan & Miller 
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(2006) contend the use of manuals and state they are “empirically incorrect” with 
evidence not demonstrating “specific therapist technical operations result in client 
change”. RCTs may be able to tell us what treatment is likely to work for certain 
diagnoses in a highly controlled condition; however the generalizability of this into 
routine clinical practice is called into question (Kazdin, 2008). Chambless & Crits-
Christoph (2006) believe the efficacy model provides accurate outcome data as the 
treatment method is the only aspect psychotherapists can be trained in. Baker et al 
(2008) adds that research on the common factors approach does little to validate a 
science-based practice of clinical psychology. However, others believe effectiveness 
research to be more meaningful (Hunsley, Elliott & Therrien, 2013). Seligman (1995) 
maintained that efficacy studies are the wrong type of method to evaluate 
psychotherapy because of the high internal validity, i.e. it omits too many of the vital 
elements that are present in routine services, such as co-morbidities. This has led to 
acknowledgement of the importance of practice-based evidence. They investigate 
outcomes in routinely provided services where a range of therapies are provided by a 
range of therapists to a range of clients, often with complex problems. The case for 
practice-based evidence will now be discussed. 
Practice-based evidence 
 
Effectiveness research is conducted under conditions of high external validity, whilst 
still aiming to maintain levels of internal validity, which practice-based evidence 
(PBE) stems from. The aim of effectiveness research is to assess the treatment in a 
‘real-world setting’ i.e. being conducted at clinical bases that provide services. 
Barkham and Parry (2008) believe evidence based practice to be selective; they state 
a science research model needs to be inclusive of clients’ choice as well as 
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considering the complexity of presentations seen in clinical practice, which is 
accommodated by practice-based evidence (PBE). 
 
PBE aims for “clinical realism and external validity” by including heterogeneous 
samples with therapists conducting their usual treatment under routine 
clinical/practice based conditions (Barkham et al, 2008). This therefore means clients 
may not have a single diagnosis, are not randomised to one specific treatment, nor 
may therapists be trained in one specific treatment model; which increases the 
generalizability of the findings across particular services and settings (Barkham and 
Mellor-Clark, 2003). Barkham and Parry (2008) highlight the areas PBE is able to 
address; whether clients improve under routine clinical conditions, the factors that 
may affect or predict outcome, the clients’ evaluation of the treatment and the 
frequency of adverse outcomes. Traditional evidence to inform practice guidelines 
have stemmed from a linear approach of research to reviews, then dissemination and 
implementation, minimising contextual influences (Leeman & Sandelowski, 2012). 
Whereas PBE aims to integrate these contextual influences into varying practices 
and service settings from the ground up, making it more relevant to clinical practice 
(Barkham & Mellor-Clark, 2003).  
 
Efficacy and effectiveness research have been contrasted and whilst both have merit, 
the concern of efficacy research is that it does not reflect the realities of clinical 
practice. Some key areas for the argument of PBE in considering the realities of 
clinical practice have been put forward by Holmqvist, Philips and Barkham (2015), 
these will now be discussed in relation to the current research study.  
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Realities of clinical practice 
Adult psychological therapy services are designed to support people experiencing 
severe, complex and persistent mental health difficulties. Holmqvist et al (2015) 
highlight the complex nature of clients’ difficulties that need to be addressed in 
therapy including psychiatric, relational and social factors. Research trials however, 
generally have strict inclusion and exclusion criteria, selecting participants who have 
a single diagnosis rather than a complex presentation and history. Westen, Novotny 
and Thompson-Brenner (2004) found in general, the amount of people excluded 
from participating in trials was 40-70%. Trials therefore may not accurately reflect 
the complexities of routine clinical practice, particularly in secondary care. For 
instance, Hofmeijer-Sevink, van Oppen, van Megen, Batelaan, Cath, van der Wee, 
van den Hout and van Balkom (2013) found of 382 individuals with a diagnosis of 
obsessive compulsive disorder (OCD), 55% had a current comorbid diagnosis and 
the lifetime prevalence of comorbidity was 78%. Westen, Novotny, and Thompson-
Brenner (2004) found that Axis I disorders were co-morbid with other Axis I or Axis 
II disorders 90% of the time.  
 
As the current research aims to give a true reflection of day to day practice, it is 
essential that all clients in the service, despite their diagnosis/diagnoses are able to be 
included. Clients will also be included despite their history and previous 
involvement with services, to accurately reflect the population of clients seen within 
an adult psychological therapies service. It can be argued that investigating self 
management and long term benefits from therapy is particularly important in relation 
to clients with more complex problems and a history of previous involvement with 
services.  This is further supported by research showing high levels of relapse even 
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following medication or psychological therapy, which will be described in a later 
section. 
 
Okiishi, Lambert, Nielsan and Ogles (2003) believe that an over emphasis on the 
effectiveness of a therapeutic model has led to minimal research investigating the 
effectiveness of therapy providers. They state the relative unimportance given to the 
therapist has been further reinforced by the promotion of standardised treatments and 
treatment manuals, which give little acknowledgement of any therapist variation and 
the impact this may have. Green (2008) uses the term “empty vessel fallacy” to 
describe research which does not consider the practitioner’s skills and practices, 
whereby evidence is seemingly poured into an empty vessel where no interaction 
would occur with the therapist. Okiishi et al (2003) conducted a study to determine 
the extent of variability in outcome due to the impact of individual therapists. The 
data consisted of 56 therapists who had seen a total of 1779 clients with similar 
levels of symptomology at intake and it was found that there were significant 
differences in outcome across therapists. The differences were not found to be due to 
gender, level of training, theoretical orientation or type of training; indicating that 
any differences due to the therapist were due to the effect of other therapist variables. 
It was found that the ‘better’ therapists (those with clients who saw the greatest rate 
of change) saw clients for a shorter amount of time. The top three therapists saw 
clients on average for 2.4 sessions, with a maximum of sixteen, and the bottom three 
therapists saw clients on average for 7.05 sessions with a maximum of fifty-four. 
This indicates there is something about the way the ‘better’ therapists’ work, 
independent of the amount of time spent with clients, that has a significant impact on 
outcome. Though the study was not able to explore the differences between 
therapists, it highlights the significant variability there is between therapists and that 
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this is an important area which should be considered in research studies. EBP sees 
highly trained therapists in a particular model deliver that intervention, however in 
clinical settings the evidence of therapists following EBP guidelines for treatment is 
less substantive. Tobin, Banker, Weisberg, and Bowers (2007) surveyed two-
hundred and sixty five eating disorder professional clinicians to determine their 
psychotherapeutic approach. Only 6% reported adhering closely to treatment 
manuals, whilst the remainder indicated using both behavioural and dynamically 
informed interventions, suggesting clinicians use a mixture of empirically supported 
treatments and treatments that are not founded on randomized control trial studies. 
This was further supported by Wallace and von Ranson (2012) who found amongst a 
group of professionals delivering evidence-based treatments for eating disorders, half 
were providing this alongside another form of psychotherapy which generally was 
not evidenced-based.  Webb, DeRubeis and Barber (2010) highlight a lack of studies 
investigating adherence or competence outcome compared to that of alliance and 
outcome i.e. common factors, thus they conducted a meta-analytic review of such 
studies where therapist adherence or competence was examined in relation to 
outcome. Overall, effect sizes were calculated from thirty-two adherence-outcome 
studies and seventeen competence-outcome studies. Results were not significant in 
either adherence or competence outcome i.e. they were not found to be related to 
patient outcome. Holmqvist et al (2015) also detail other strengths that lie in a PBE 
approach. They can include treatments that do not prescribe treatment length, the 
study of under-represented treatment methods, representing therapists who are 
trained in a range of methods rather than specialists in one area, as well as 
considering service effects, dropout and patient-treatment matching. With many 
therapists not being trained in one particular model and describing themselves as 
integrative practitioners (Larsson, Kaldo, & Broberg, 2009) or adapting therapy to 
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match client characteristics (Baker, McFall, & Shoham, 2009); it is vital that eclectic 
treatment approaches are considered and evaluated. Tasca et al (2015) note that 
clinicians often feel that research findings do not reflect the realities of their daily 
practice and therefore do not consistently use the research findings to inform their 
work.  
 
Though there are many benefits to PBE, Barkham and Mellor-Clark (2003) state that 
no one research method can meet all requirements to be both rigorous and relevant 
and there must be an appreciation of multiple methods which can be brought 
together to provide the most effective knowledge base and outcomes for 
psychological therapies. In 1995, the American Psychological Association gave the 
highest weighting in terms of research to randomised control trials; however, a Task 
Force was set up in 2005 to address the issues surrounding EBP. They now defined 
EBP for psychology as “…the integration of the best available research with clinical 
expertise in the context of patient characteristics, culture and preferences”. 
Expanding upon their definition, the Task Force (APA, 2005) now endorse multiple 
types of research methods including single case experimental designs, qualitative 
research and process outcome studies. They emphasise the importance of clinical 
expertise, highlighting eight components including; diagnostic judgement, 
monitoring of patient progress and “understanding the influence of individual, 
cultural and contextual differences on treatment”. Finally, the Task Force have taken 
into account the importance of patient characteristics. It recognizes the skills and 
experience of a clinician to consider if a client will benefit from a given therapy, 
acknowledging their characteristics may be different to those of the participants who 
took part in research trials. This creates a balanced, broader approach to research and 
its implementation, which the present study aims to provide. A research method that 
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was endorsed by the Task Force (APA, 2005) as contributing to effective 
psychological practice is qualitative research, which was described as offering 
“subjective, lived experiences of people, including participants in psychotherapy” 
(page 174). The value of qualitative research will now be discussed. 
Qualitative research into effective processes in therapy   
 
Qualitative research is said to offer discovery, elucidating new insights and 
producing idiosyncratic accounts of the experiences of those participating in research 
(McLeod, 2012). Evaluating client experiences is said to be crucial in the 
understanding and improving of theoretical knowledge of the processes in therapy 
which lead to improved outcomes (Elliot, 2008). Research investigating client 
experiences of therapy using qualitative methods has grown (Fitzpatrick & 
Chamodraka, 2007; Jim & Pistrang, 2007; Nilsson, Svensson, Sandell, & Clinton, 
2007; Ramnero & Ost, 2007; Vanaerschot & Lietaer, 2007; Rayner, Thompson & 
Walsh, 2011; Barnes et al, 2013) and a qualitative meta-analytic method to assess 
findings from qualitative studies has been conducted by Timulak (2007). Timulak 
(2007) aimed to identify core categories of the impact of helpful events in 
psychotherapy, as identified by clients, across a range of studies. The studies 
included a variety of diagnoses and treatment modalities engaged in by therapists. 
Results of the meta-analysis identified nine core categories of helpful events which 
are as follows; (1) awareness/insight/self-understanding; (2) behavioural 
change/problem solution; (3) empowerment; (4) relief; (5) exploring feelings/ 
emotional experiencing; (6) feeling understood; (7) client involvement; (8) 
reassurance/support/safety; and (9) personal contact. Though some of these may 
overlap, they do provide the beginnings of a conceptual framework of aspects of 
therapy that clients report finding helpful. Timulak (2007) recommended addressing 
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session outcomes and overall outcomes of therapy in the context of the helpful 
events identified. Though the research conducted is a useful exploration of the 
experiences of clients of the therapy process, it is invariably retrospective, and 
focussed on client experiences of recent therapy. Research has not explored the next 
stage in a client’s experience of therapy – perspectives of clients about processes 
after the end of therapy, i.e. the benefits of therapy after discharge and what clients 
feel they gained from therapy that is having an impact longer term; which is the 
focus of the present study. Given the present study will be conducted with 
participants who have been discharged from therapy, it is important to consider the 
long term outcomes of therapy including relapse rates and self management; how 
people stay well. These issues will now be considered. 
Long term outcomes 
Relapse 
Overall, there is a scarcity of research on long term follow up of mental health 
conditions and their response to treatment, particularly beyond two years; however, 
what research there is has demonstrated consistent findings. Crown (2002) identified 
that for individuals who suffer with depression; approximately 50% will chronically 
relapse with relapsing generally indicating a pattern of increased severity and 
frequency (Kendler, 2000). Other research has shown relapse rates to be between 35-
85% (Eaton et al, 2008; Mueller et al, 1999).  
Anti-depressant medications are effective in the treatment of moderate and severe 
depression; however, the prevention of symptoms are maintained only if medication 
is continued (Hollon et al, 2005). Even those who are considered to be in remission 
are kept on continuation pharmacology for a further six to twelve months to prevent 
the likelihood of relapse (Cuijpers et al, 2013) and those with chronic or recurrent 
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depression are kept on medication indefinitely (American Psychological Association, 
2010). The majority of individuals who respond to anti-depressant medication 
relapse within a year if withdrawn (Hollon et al, 2005). Hollon et al (2006) describe 
three categories efficacious treatments can fall into; 1) palliative 2) curative and 3) 
prophylactic. Hollon et al (2006) believes medication falls into the palliative 
category; that they supress the symptoms as long as they are taken, but do not treat 
the underlying disorder. They believe cognitive and behavioural treatments fall into 
the second and third categories in that they eliminate or reverse the underlying 
symptoms (curative) and somewhat produce lasting change; reducing future risk 
(prophylactic). Cuijpers et al (2013) conducted a meta-analysis of acute phase CBT 
for the treatment of depression that had been discontinued, compared with 
pharmacotherapy that was either continued or discontinued across a period of six to 
eighteen month follow up. The findings revealed CBT to be clearly more effective in 
reducing relapse, though the results draw from a limited number of studies. Steinert, 
Hofmann, Kruse and Leichsenring (2014), produced a meta-analysis of relapse rates 
beyond two years after psychotherapy for depression and the rates of relapse in 
psychotherapy compared to a non-psychotherapeutic condition, for example, 
pharmacotherapy or treatment as usual, also beyond two years. Eleven studies were 
included (six of which had a non-psychotherapeutic comparison condition), 
consisting of the data of nine-hundred and sixty six clients with a mean follow up of 
4.4 years. Findings can only be seen as preliminary due to the studies differing 
methodology and publication bias, however, on average it was found the overall 
relapse rate was around 40%. Psychotherapeutic interventions resulted in 
significantly fewer relapse rates compared to treatment options without specific 
psychotherapeutic ingredients, 53.1% vs 71.1%. Hollon et al (2005) followed up 
patients who did not relapse the following year after treatment. Those who were 
28 
 
taking medication were withdrawn and compared to patients who had a history of 
cognitive therapy. As all patients had not relapsed within the year, they were 
considered to be in remission, thus a return of symptoms would constitute a new 
episode. It was found that those who were withdrawn from medication were more 
likely to experience a recurrence (53.6%) than those who had cognitive therapy, with 
a recurrence rate of 17.5%. DeReubis et al (2005) also found a significant reduction 
in relapse of 70% when the individual had cognitive therapy relative to anti-
depressant medication withdrawal. This is not to say that individuals who receive 
psychotherapy do not relapse, as research has also indicated around 50% of 
individuals who were considered to be recovered after psychotherapeutic treatment 
suffer a relapse within two years (Dobson et al, 2008; Emmelkamp, 2013; Gortner et 
al, 1998; Hollon et al, 2005; Shea et al, 1992; Vittengl et al, 2007). However, meta-
analyses suggest that psychotherapy has a significant favourable outcome of 
reducing relapse compared to that of medication, clinical management and treatment 
as usual in the treatment of depression (Cuijpers et al, 2013) indicating 
psychotherapy has enduring effects beyond the end of treatment (Hollon, 2006). 
What is not known is how the effects of psychotherapy have a lasting effect beyond 
treatment, i.e. what do people take from therapy that supports them in managing their 
mental health, hence the importance of the current research exploring this area.  
 
There are many ways in which psychotherapy can be deemed to have ‘worked’, 
ranging from outcome measures, therapists’ and significant others observations, and 
the clients’ subjective experience. Psychotherapy having ‘worked’ generally refers to 
a change that has occurred. The term ‘change’ is elusive in that there is no 
operational term; Roussos (2013) raises the difficulties surrounding this lack of 
definition due to its complex nature. There is evidence to suggest that therapists and 
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clients do not necessarily agree on outcomes or change from psychotherapy (Viklund, 
Holmqvist, & Zetterqvist Nelson, 2010), which leads to questions of how to give 
measured meaning to change. Jacobson, Follette, and Revenstorf (1984) define two 
different types of significant change to be used in quantitative psychotherapy 
research; reliable and clinical. Reliable change is the statistic used to assess whether 
an individual’s score, before and after an intervention, is statistically significant 
based on how reliable the measure is. It is calculated by dividing the difference 
between the pre-intervention and post-intervention scores by the standard error of 
difference between the two scores. A score greater than 1.96 indicates the difference 
is reliable and is of a scale that would not be expected due to the unreliability of the 
measure being used.  The question reliable changes addresses is whether the client 
has changed sufficiently to be confident that the change is of a magnitude beyond 
what could be attributed to measurement error. However, this outcome alone does 
not determine clinically significant change. Clinically significant change is the extent 
of change in an individual’s score which is deemed to be clinically meaningful, i.e. it 
moves within the range of a ‘functional’ population or outside the range of a 
‘dysfunctional’ population (Jacobson et al, 1984). Jacobson and Truax (1991), 
proposed three methods of calculating this; a) the client moves out of clinical range, 
i.e. moves two standard deviations out of the ‘dysfunctional’ population b) the client 
moves into the non-clinical range, i.e. falls within the range of the two standard 
deviations of the functional population or c) the client’s post treatment mean is 
closer to the non-clinical mean than the clinical mean. Although this type of analysis 
may provide a quantitative measure of change in relation to questionnaire data; Hill, 
Chui, and Baumann, (2013) point out that quantitative methods may not capture 
changes that have been made and what they mean to clients, suggesting qualitative 
methods as a way of identifying clinically significant change.  
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It is important to gather the views of the client to determine what they felt worked 
for them and determine how this can be considered by therapists and incorporated 
into future work. Weinberger (2014) notes that the clients’ understanding of the 
outcome of psychological treatment affects the likelihood of relapse. Relapse is less 
likely when clients attribute successful changes internally i.e. due to coping skills 
they have developed or their hard work during therapy. Conversely, relapse is more 
likely when clients attribute change to external outcomes, i.e. the therapist or 
therapeutic technique.  
 
As stated earlier, Hollon et al (2006) report that pharmacology is believed to be 
palliative, with patients requiring extended doses for it to be considered effective. 
Yet psychotherapy continues to be effective, reducing the rates of relapse once 
psychotherapy has ended. What the research has not demonstrated are what changes 
the patient has made in order to prevent/reduce relapse after therapy has been 
completed. It would seem that psychotherapy inculcates a management of symptoms 
or difficulties more effectively; however, there is a lack of evidence to support how 
this is done beyond therapy. Self management offers some insight into how 
individuals manage their difficulties, which will now be considered. 
Self management 
How do people stay well? 
In recent years there has been a commitment from the Department of Health to 
involve service users in the delivery and evaluation of the NHS (Simpson and 
House, 2002). This is evident in self management approaches for mental health 
problems which have been service user led and developed. Attempts have been made 
to deliberately enhance self-management, though these have largely been standalone 
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management courses as opposed to strategies from within therapy sessions. For 
example, the Manic Depression Fellowship Course, the Expert Patient Programme, 
and the Rethink Self Management Course (Davidson, 2005). The Expert Patient 
Programme was initially developed for physical health conditions and Davidson 
(2005) states that it cannot be transitioned to a mental health setting without changes 
being made, and that there needs to be a conscious effort to “start listening to people 
about what works for them”. It is now recognized that individuals with serious 
mental illness can recover and there are specific things they can do to help 
themselves (Sterling, von Esenwein, Tucker, Fricks, and Druss, 2010). There are 
varying definitions and meanings of recovery with Todd et al (2012) noting it to be a 
“multifaceted, dynamic and idiosyncratic process”, demonstrating the difficulty in 
providing a conclusive definition for all. However, Anthony (1993) defines recovery 
as a way of living a fulfilling life despite limitations caused by mental health 
difficulties, which still allows for an idiosyncratic interpretation. Four key themes 
were identified by Todd et al (2012) in a focus group of service users with bipolar 
disorder in understanding recovery and self-management. The themes identified that 
1) recovery is not about being symptom free; 2) recovery requires taking 
responsibility for your own wellness; 3) self management: building on existing 
techniques and 4) overcoming barriers to recovery: negativity, stigma and taboo. 
Self-management encourages service users to become active participants in their 
treatment, with a shift of management from a health care professional to the 
individual as an ‘expert of experience’ (Barlow, Wright, Sheasby, Turner and 
Hainsworth, 2002). The Wellness Recovery Action Planning (WRAP) is a self 
management programme for people with mental health difficulties and has been 
noted for its emphasis on individuality and responsibility, however, it has also been 
criticised for its detail and directiveness (Henderson, Swanson, Szmukler, 
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Thornicroft, and Zinkler, 2008). Research has been conducted into the area of 
bipolar disorder (Todd et al, 20012; Murray et al, 2010), investigating self-
management strategies used, however, the self-management interventions have been 
criticised for being incompatible with service users’ definition of what recovery 
means to them. It is felt there is a “prescriptive focus on treatment and over emphasis 
on symptom recovery” (Todd et al, 2012). Many of the self-management 
programmes are an intervention in themselves, rather than post therapy or what has 
been taken from therapy, thus will not elucidate therapy specific factors that have led 
to change or maintenance. Of particular importance to consider are individuals with 
long term mental health problems, which are more prevalent in secondary services. 
Hence the case for the investigation of the subjective views of clients who feel they 
benefitted from therapy to explore what they took from therapy in the management 
of their mental health on a daily basis. Andrews (2001) highlights the reoccurring 
nature of depression and questions whether treating the condition as episodic is 
helpful as opposed to managing depression as a chronic disease. Aside from the 
detrimental impact the reoccurrence of depression can have on individuals, there is a 
financial implication to repeated treatment and strain on services.  
 
Where individuals have longer term mental health problems, it is important to 
understand how they manage their problems, how they can be supported in this, and 
how therapy can enable them to manage their problems in the longer term. This 
information could lead to more effective management minimising the likelihood of 
reoccurrence and reducing costs to the NHS. Mindfulness-based cognitive therapy 
(MBCT) was developed in response to the relapse/recurrence of major depression 
(Segal, William & Teasdale, 2002) and combines approaches from cognitive 
behavioural therapy and the mindfulness based stress reduction program. In two 
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RCTs findings were replicated for the impact of MBCT. It was found for individuals 
with three or more episodes of depression, MBCT plus usual care halved the rates of 
relapse compared with usual care over a sixty week period. However, for individuals 
with two prior episodes, MBCT did not reduce relapse/recurrence. Approximately 
two thirds relapsed in the usual care category and one third relapsed in the MBCT 
plus usual care category (Teasdale et al, 2000; Ma & Teasdale, 2004). More recently, 
Kuyken et al (2008) found relapse rates over a fifteen month period for individuals 
receiving MBCT was 47% compared to 60% for those receiving maintenance anti-
depressant medication (m-ADM). MBCT was also more effective than m-ADM in 
reducing psychiatric comorbidity, residual depressive symptoms and improving 
quality of life in physical and psychological categories. Though results are 
promising, it appears that to gain the most benefit from MBCT, individuals need to 
have relapsed a substantial amount of times, thus demonstrating other forms of 
psychological therapy have not been successful or improvements have not been 
maintained. As psychotherapy demonstrates a reduction of relapse rates compared to 
that of ADM (DeReubis et al, 2005; Hollon et al, 2005; Cuijpers et al, 2013), it 
would appear that some sort of relapse prevention work is combined across 
psychotherapies, however this has not been investigated, thus it cannot be 
categorically incorporated into therapy. Hearing from service users’ themselves 
about what has been helpful in therapy is crucial to begin to understand what is 
valued and how this may impact upon session delivery. 
Service users’ views  
Failing to take into consideration service user views may lead to an increase in 
dropout from therapy as well as poor treatment outcomes (Brownell, Schrank, 
Jakaite and Larkin, 2014). Yet the scarcity of service user views on the outcome and 
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effectiveness of therapy continues to be highlighted (Macran, Ross, Hardy and 
Shapiro, 1999; Valkonen, Hänninen and Lindfors, 2011). Nilsson (2007) notes the 
drawback of using standardised quantitative therapy outcomes which provide 
predefined response categories, stating that they often do not capture the fullness of 
service users’ views. McLeod (2001) also considers pre-determined quantitative 
outcomes as being based on socially constructed knowledge, therefore highlighting 
the importance of qualitative methods for understanding individual client 
perspectives. The majority of research has tended to focus on the competencies, 
skills and actions of the therapist as indicators of successful therapy, rather than the 
skills, feelings and values brought by the client (Macran et al, 1999). This generates 
a notion that therapy is something that is done to the client, rather than seeing the 
client as an active agent in their therapy. 
 
Lucock, Barber, Jones and Lovell (2007) investigated how service users manage 
their problems in everyday life with results identifying five themes of self-help 
strategies; managing and structuring the day; empowerment; engaging others to help 
yourself; physical health and well being; and spirituality. The findings provide a 
useful insight into service user management techniques, though most of those 
strategies were developed independent of any type of professional help, 
demonstrating the agency of the individual. Carey et al (2007) conducted research to 
identify how change occurred in psychotherapy. Six themes emerged from 
qualitative analysis across a range of therapeutic modalities; motivation and 
readiness, perceived aspects of self, tools and strategies, learning, interaction with 
the therapist and the relief of talking. Motivation and readiness was viewed as 
important with participants feeling they needed to make change. Perceived aspects of 
the self were a realisation of traits within individuals that hindered or helped the 
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change process, e.g. being avoidant. Participants described tools and strategies that 
helped the change process, i.e. homework, techniques and diaries. Learning was 
identified as part of the change process, gaining new insight or learning having 
occurred without awareness. The therapeutic relationship was noted as contributing 
to change i.e. the therapist being non-judgemental and finally talking; though 
difficult for some, it provided a relief and an opportunity to share their emotions 
rather than just thinking about them. Overall, participants were able to say with 
clarity that change had occurred, however, what we do not know is how this change 
is maintained once therapy ends and over time. It may be that the therapy and the 
therapeutic relationship created a space for the client to talk, facilitating the 
experience of catharsis. It could be that the therapist helped the client to achieve 
insight and understand their problems better, which led them to being able to solve 
their problems more effectively. The therapist may have helped the client to 
understand and express their emotions or may have supported the client in 
developing strategies for managing difficulties in terms of their relationships or skills 
for managing symptoms, for example, CBT or mindfulness strategies. It is important 
to consider these aspects and how the client may experience the changes after 
therapy.  It would be beneficial to consider how clients implement techniques or how 
changes that occurred in therapy affected their perception and way of dealing with 
their difficulties once therapy ended and how they maintained this. There are some 
similarities between these results and those discovered by Lillevoll et al (2013) who 
qualitatively explored what fourteen clients found helpful in a guided internet-based 
treatment (MoodGYM) for depression. Five themes were found, the first being 
‘taking action to address one’s problem’. This refers to moving from a state of 
passivity to a state of activity, whereby the clients described wanting to move 
forward and make changes which drove them to seek support. This links to 
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motivation and readiness to change as described by Carey et al (2007). The second 
theme was ‘the value of talking to a professional’, which was described as a ‘vital’ 
part of the treatment. Although the amount of input clients wanted from a therapist 
varied, it was seen as very important to be able to speak to a professional, again, 
something that was found by Carey et al (2007). The third theme related to 
‘acquiring relevant knowledge’ from the programme that they could relate to and 
learn from. Though beneficial for some, not all clients could relate to the content and 
felt there was a mismatch between their difficulties and felt the programme could not 
address these; which impacted upon the outcome. The fourth theme was 
‘restructuring the new knowledge’ which highlighted the clients’ ability to reflect on 
the material in the programme and adapt it to their own needs; demonstrating there 
was an active process of interpreting the information. The fifth theme was ‘actual 
changes in perceptions and interaction’ which related to coming to the realisation 
that thoughts might not be accurate representations of reality and may need 
questioning. Some clients also described changes in self-perception, moving towards 
self-acceptance and reducing their self-critical/judgemental attitude, a themes which 
has also been found by Berry and Hayward (2011) in regards to the impact of CBT 
on individuals with a diagnosis of psychosis. Lillevoll et al (2013) discovered similar 
themes to those of Carey et al (2007), even though their research was focussed on an 
internet based treatment programme with less contact from a therapist. It mirrors the 
commitment brought to therapy by clients and the powerful impact the working 
alliance and expectations have on therapy outcome. Clients’ also demonstrated 
ownership within the therapy; they sought out the parts of the programme they felt 
were relevant, evaluated this information and incorporated it into their life.  The 
themes highlight the dynamic, collaborative interaction between the client, the 
programme and the therapist. However, the clients’ involved in the study were 
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mainly those who completed the treatment, therefore may provide a biased view 
regarding the helpfulness of treatment. Also the study was conducted shortly after 
the end of treatment, thus long term impact cannot be determined, hence the need for 
research to be conducted in understanding what people take from therapy and how 
they manage their mental health once treatment has been completed. 
 
Clarke, Rees and Hardy (2004) aimed to understand clients’ experiences of cognitive 
therapy and their explanations for how change occurred. Five clients were 
interviewed after having between twelve and twenty sessions of CBT for depression. 
Ten categories were found with three category clusters, consisting of; ‘the listening 
therapist’, ‘the big idea’ and ‘feeling more comfortable with self’. ‘The listening 
therapist’ highlighted the emotional and interpersonal components of therapy, 
whereby clients’ discussed an initial hesitancy about therapy moving to an increasing 
investment and engagement with the process, which largely centred around the 
relationship with the therapist. This also links to the category of safety, where clients 
felt they were in a safe environment to talk about their difficulties. In the category of 
‘the big idea’, clients refer to particular therapy techniques or procedures to be 
important. Understanding specific CBT components of core beliefs and being able to 
implement techniques and attempt to solve problems outside of sessions was noted 
as being helpful for making change. The final category ‘feeling more comfortable 
with self’ refers to the impact therapy had upon how the client felt about themselves, 
for example, feeling more confident and relaxed, as well as more compassionate and 
tolerant with themselves. Clients also discussed responsibility in the context of 
spending less time worrying about areas of their life that they had little control over. 
Though clients’ discuss individual experiences and a small sample was interviewed, 
some consistent themes were evident. The study highlights the value of specific 
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techniques, the importance of the therapeutic relationship and the change in their 
relationship with themselves as components for making change. 
 
Valkonen, Hänninen and Lindfors (2011) investigated pre and post-therapy views of 
fourteen service users with a diagnosis of depression, who had either long-term 
psychodynamic psychotherapy or short-term solution-focussed therapy. Service 
users’ views about therapy, their diagnosis and understanding of depression were 
gathered and interpreted within the concept of the ‘inner narrative’. This provided an 
understanding of the service users’ experience of psychotherapy in regards to the 
outcome of therapy, alongside their inner narrative orientation. This approach does 
not determine outcomes beforehand; rather, each participant’s narrative is interpreted 
on an individual basis, with the outcome being determined by the service user. It was 
found that the value or utility of the psychotherapy was connected with the way the 
person interpreted themselves and their difficulties i.e. the outcome was related to 
the person’s experiences; their thoughts, feelings and values. Three orientations were 
found; life historical, situational and moral. Those with a life historical orientation 
expected therapy to help them to ‘repair a fragmented or broken self-narrative’, 
which sits alongside a psychodynamic view of therapy. People with a situational 
orientation expected therapy to help them with present difficulties, which sits 
alongside solution-focussed views of therapy and those with a moral inner narrative 
expected therapy to help them ‘clarify their future perspectives and to join in 
dignified and desirable cultural narratives’ (pg 239). On the whole it was found that 
a match between the individual’s inner narrative and therapeutic orientation (for 
example, a historical narrative and psychodynamic therapy) supported the view of 
psychotherapy being of value. However, there were exceptions whereby a 
discrepancy between the inner narrative and therapeutic approach enabled 
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participants to formulate a new story about themselves and their difficulties. From 
this approach, the value of psychotherapy was seen as one which could support the 
person to progress in line with their inner narrative or for their inner narrative to be 
changed and provide new meaning, which in turn provided relief from their 
difficulties. The over-arching theme from this research is the importance of the 
individuals’ inner narrative, values and preferences interacting with the type of 
psychotherapy received; i.e. the service user being an active agent in their treatment. 
It highlights the importance of seeking the views of clients and their expectations of 
therapy, and providing them with enough information to allow them to make an 
informed choice about the type of therapy which they feel would best suit their needs. 
Doing so may also lead to increased satisfaction with therapy, which is a key part of 
the therapeutic process (Brownell et al, 2015). 
 
Knowles et al (2014) conducted a qualitative meta-synthesis of service user views of 
the barriers and facilitators of engagement in computerised therapy for depression 
and anxiety. Service users reflected on the interpersonal reactions they had towards 
the computer programme, such as becoming frustrated that the system was 
insensitive to their difficulties, feeling that the computer cared, or continuing to 
engage with the programme as they ‘didn’t want to disappoint the computer’. The 
results revealed two main constructs in regards to engagement, the first centred on 
the wish for the programmes to have greater sensitivity towards the service user, for 
example, recognising the impact of depression, such as a lack of motivation. The 
second construct that was found related to the level of support from others whilst 
receiving technologically delivered therapy. Some participants found using a 
computer programme enforced autonomy, which was seen positively; however, for 
others, the level of self-discipline and responsibility on oneself to complete the 
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programme was ‘confronting’. This demonstrates the contrasting views of service 
users regarding autonomy and the impact upon engagement, a theme which was also 
apparent in the need for human interaction. Some participants found a lack of 
personal contact enabled them to disclose freely, whereas for others it brought about 
feelings of social isolation. Participants also spoke of adapting the programme to suit 
their needs by only completing elements of the programme they perceived to be 
useful, reflecting the agency of service users whilst in therapy. What is evident from 
the research are the varying interpretations of the same programme which could be 
viewed positively or negatively. Conclusions drawn from the meta-synthesis 
highlight the need for programmes to be tailored to the needs of the user, to meet 
service user preferences by being sensitive and having personalised content to 
engender feelings of connection. Without gauging the needs of the service user, the 
programme will not encourage engagement or facilitate change. It is crucial for the 
views of the service user to be gathered to minimise the gap between the client and 
therapist in regards to various aspects of the effectiveness of the therapy process.  
 
In regards to conducting psychotherapy research and incorporating service users 
perspectives, opinions and ideas within this research, Macran et al (1999) identify 
four levels; level one involves researchers making inferences about clients’ 
wellbeing and uses standardised measures to assess treatment progress. Level one 
acknowledges the importance of client perspectives; however, the researcher 
determines the research questions. Level two explicitly involves clients in 
developing the evaluation criteria that is used in the research; however, the research 
question is still determined by the researcher. Level three involves clients in 
developing the evaluation criteria and includes them in developing the research 
question. They advocate that including clients at all stages should be seen as integral 
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to the research which is of equal importance to the inclusion of clinicians and 
researchers. Brownell et al (2014) investigated service user experience of an eleven 
week positive psychotherapy intervention for psychosis. It appears that the research 
was conducted at level one as defined by Macran et al (1999), as although service 
user views were sought; the research question and evaluation criteria were 
determined by the clinicians/researchers. Overall, the feedback about the experience 
of the programme was positive and clinicians were provided with ways they could 
adapt and develop the programme for future groups. However, one of the findings 
was particularly poignant in regards to service user involvement. As part of the 
programme, clinicians offered between session telephone calls; some service users 
found this to be helpful, however, some reported finding the calls ‘unnecessary’ and 
‘disturbing’ and asked not to receive them. If the programme had been developed in 
conjunction with service users, the issue of whether to offer phone calls may have 
previously been considered or the option of discussing this as an opt-in part of the 
programme with group members could have been had, rather than clinicians 
assuming it would be helpful. This is further emphasised by Berry and Hayward 
(2011) who highlight the continued quietness of the service user voice, and note that 
when it is present in qualitative research, it has still been found to be dominated by 
the perspectives of the ‘professional’.  
 
Macran et al (1999) highlighted potential reasons why clients’ perspectives have 
tended to be neglected which include; not being able to make reliable judgements or 
reporting distorted experiences due to their difficulties and clients not being skilled 
enough to make a competent decision about the therapy they received due to having 
a less differentiated view of the therapy process. These views were challenged by the 
authors and assertions as to why clients’ perspectives should be considered were 
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stated. The acknowledgement that the client is an active part of the therapeutic 
process highlights at the least, the equal importance of the client alongside the 
therapist and how critical their contributions are. Given the importance of the clients’ 
contribution to therapy, it is essential to discover what conditions will enable 
engagement in therapy, from their perspective, and to discover what has been helpful 
so clinicians and researchers are able to replicate and evaluate this. Bendelin et al 
(2011) evaluated the experiences of participants who undertook a guided internet-
based cognitive-behavioural programme for depression. Four core themes emerged 
from the qualitative analysis of participants’ accounts of the treatment; working 
process, motivation, attitudes towards treatment and consequences of treatment. 
Participants’ accounts were further categorised and placed into three groups; readers, 
strivers and doers which accounted for differences described within the change 
process and accounted for different perceptions of the treatment depending on 
expectations and outcome. For example, in relation to working process, readers were 
classified as working sporadically or as stating that they could not work practically 
with the treatment programme; which led to a less favourable view of the treatment 
and outcomes. However, those who were categorised as doers discussed a practical 
approach to the treatment, integrating it into their lives which resulted in favourable 
outcomes and improvement. Overall, those who took responsibility for the treatment 
and attributed success to themselves appeared to benefit more. It is important to 
consider however, if some individuals are more suited to this type of treatment where 
working independently with a structured and practical approach is required. Taking 
into consideration client preferences and their perceptions of treatment could lead to 
more favourable outcomes. 
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Overall, the research discussed surrounding service user views highlights the active 
part they play in the therapeutic process. Macran et al (1999) draw attention to the 
‘hopes, aims and intentions’ clients bring to therapy, and how they evaluate the 
therapists’ actions in relation to those. Without gaining the views of the service user, 
research will continue to be dominated by professional thoughts and views which 
limit the type of research conducted and impact upon what is offered in therapy. The 
present study is influenced by the researcher in the creation of the questions, 
however, it seeks to gain the views of clients in an area that has not been researched 
before and aims to understand what participants have taken from therapy in the 
hopes that it will lead to questions being raised about what approach is most 
beneficial. 
Summary 
 
Although psychotherapy has proved to be effective (Lambert & Ogles, 2004; 
Wampold, 2007), relapse still occurs (Dobson et al, 2008; Emmelkamp, 2013; 
Gortner et al, 1998; Hollon et al, 2005; Shea et al, 1992; Vittengl et al, 2007). Long 
term outcomes are questionable and prior research has not addressed what clients 
have taken from therapy and how they apply it once therapy has ended. It is 
important to uncover the experiences of individuals who found psychological 
therapy to be of benefit within this client group/setting and how they manage their 
mental health on a daily basis. It is hoped this understanding will provide a greater 
insight into how clients learn to manage their symptoms or their problems more 
effectively after therapy, and how practice may be adapted to elicit more effective 
interventions, preventing the likelihood of relapse in the future. 
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Previously, research into the area of the effectiveness of psychotherapy has been 
conducted using the evidenced-based practice framework, where one model is 
evaluated in regards to a particular diagnosis. Although this has been helpful and has 
provided information about the safety of treatments and allowed for comparison in 
similar research; no conclusive evidence has been provided to determine one type of 
treatment to be more effective than another (Wampold, 2001; 2006, Luborsky et al, 
2002, Marcus et al, 2014). Secondary care offers support to a complex client group 
with multiple diagnoses, long term difficulties and previous experience of mental 
health services. As this particular group has not been routinely recruited in 
evidenced-based practice research, there is comparatively little known about what 
happens in routine services that hold this level of complexity. There is therefore a 
need to conduct research in routine services where clients have complex, multiple 
diagnoses and therapists are trained in multiple modes of therapy and work 
integratively, to provide greater external validity of findings. 
Aims 
 
As previously outlined, there is at present little understanding of what people 
recently discharged from psychological therapy take from therapy in order to 
manage their mental health problems. It is essential to gain an understanding of this 
to improve the long term effectiveness of psychological therapy, to enable people to 
maintain improvements, to reduce the likelihood of relapse and to improve quality of 
life. The wider implications are in reduced costs to the NHS and the economy. 
Service users’ experience will add to the body of knowledge to understand how 
improvements can be maintained following therapy. It is hoped the present research 
will depart from an over emphasis of symptom recovery in pre-determined measures 
and will produce idiosyncratic experiences as to how therapy helped, as research 
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suggests that the perspective of the client is the strongest predictor of outcome, 
surpassing the views of therapists’ or outside observers (Lambert, 1992). The aim of 
the current research is to understand what those who have found therapy helpful took 
from the therapy to help them manage in their day to day life. 
Principal Research Question/Aim 
 
The current study is the first known research which aims to gain an understanding of 
how psychological therapy helps people to manage their mental health after therapy 
has ended. 
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CHAPTER TWO: METHOD 
Design 
The aim of the study was to gain an understanding of how psychological therapy 
helped people to manage their mental health once therapy had ended. As the research 
was exploratory, qualitative methods were used to gain insight into how participants’ 
utilised their experiences from therapy on a day to day basis. Data was collected via 
semi-structured interviews with 8 participants who had been discharged from the 
Adult Psychological Therapies Service in the past 3-6 months. Qualitative data was 
transcribed and analysed in NVivo 10, software for qualitative data analysis, using 
Thematic Analysis (TA) as outlined by Braun & Clark (2006). Demographic details 
of participants including information of their mental health and treatment status were 
gathered in order to situate the sample.    
Methodological approach 
 
Qualitative research methods help provide rich descriptions of phenomena, exploring 
participants’ experiences, which moves inquiry towards more meaningful 
explanations (Sofaer, 1999). In regards to psychology, qualitative research aims to 
explore lived experience and participant defined meanings (Willig, 2008). 
Qualitative approaches are also described as being diverse, complex and nuanced 
(Holloway & Todres, 2003), which equally describes people and therapy; thus it felt 
appropriate to use this method to capture the intricacies of the research topic. Due to 
a lack of research in this particular area, a qualitative approach was also utilised to 
give a voice to views which have rarely been heard and form a self-defined 
perspective. This allowed for the development of insight and understanding into 
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participants experiences of the impact of therapy upon mental health once discharged, 
one which would not be captured through quantitative means. 
 
Before selecting TA as the chosen approach for qualitative analysis, Grounded 
Theory (GT) (Strauss & Corbin, 2008) was carefully considered. The central 
component of GT is the opportunity to generate and build new theory, which is 
relevant to the research, due to the understudied nature of the topic being explored. 
However, in order to generate theory, emphasis is placed upon the data being free 
from preconceived hypotheses about possible responses from data collection with a 
greater focus at a conceptual explanatory level. Strauss & Corbin (2008), departed 
from traditional positivist ideas endorsed by the original GT (Glaser & Strauss, 1965; 
1967). They moved towards social constructivist and postmodern thinking, 
acknowledging that the researcher and the researched co-create the theory, accepting 
that reality cannot be fully known but is interpreted and linked to context at that 
moment in time. Although this was more compatible with my thinking regarding 
research; it was felt that being free from preconceived hypotheses regarding the 
outcome of the data was not entirely possible. TA was selected upon the basis that it 
offers “an accessible and theoretically-flexible approach to analysing qualitative data” 
(Braun & Clark, 2006, pg. 2) that allows rich and detailed data to be gathered within 
a flexible framework. It identifies patterns within the data, which is useful in this 
novel area. It also acknowledges the role of the researcher’s theoretical position and 
their active role in making decisions when gathering and analysing the data; rather 
than data simply emerging from the text which fits with my beliefs when conducting 
research.  
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Thematic Analysis 
 
It has been stated that TA should be seen as a foundation for qualitative analysis and 
should be the first method researchers learn as it provides fundamental skills that are 
transferrable to many other forms of qualitative analysis (Braun & Clark, 2006). 
Prior to Braun and Clark’s (1996) paper, there had been no clear agreement of what 
TA was and how to conduct it effectively. This led to patchy reporting of the method 
in research papers making it hard to evaluate and compare with other work. 
As TA is not tied to a particular theoretical framework, it is important for evaluative 
purposes to identify the process and practice of the methods used. The initial three 
methods to be considered are; realist, constructionist and contextualist. A realist 
method is based on reporting the experiences and meaning of participants; their 
reality. The constructionist method focuses on the range of discourses in society 
which have an impact upon the participants’ reality, events and meaning. The 
contextualist method acknowledges participants individual interpretations of 
experiences whilst considering the impact the social context has upon these 
interpretations. As I wanted to gain an understanding of the individual’s 
interpretations and meanings of their world and how psychological therapy may have 
had an impact upon this, I felt the realist method would offer the opportunity to do 
this. However, I felt I would not be able to completely separate myself from 
considering the impact the social context has upon these interpretations as I believe 
we can never truly separate ourselves from this and this was acknowledged 
throughout data collection. Thus, overall, I felt the contextualist method offered a 
balance of both my aims of wanting to immerse myself in participants’ accounts yet 
understanding these in a wider social context and my theoretical beliefs about 
conducting research. 
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Themes can be identified in two ways in TA; inductive or deductive. An inductive 
approach involves themes being strongly associated with the data and may have little 
relationship to the question posed by the researcher i.e. it is not driven by the 
researcher’s interest in the topic area. A deductive approach is driven by the 
researcher’s interest to gain an answer and understanding to the question posed. As I 
aimed to answer the question of how people manage their mental health after being 
discharged from psychological therapy, I felt the deductive approach was most 
appropriate.  
A final decision to make before conducting the research is to determine at what level 
the themes will be identified; semantic or latent. A semantic approach offers an 
interpretation of meanings at an explicit/surface level; the researcher does not look 
beyond what the participant has said for a deeper understanding or interpretation of 
why this might have been said and what may have influenced them. A latent 
approach attempts to identify the underlying meanings and ideas of what has been 
said. As a psychologist in clinical training (PICT), I believe it would have been 
difficult to state a wholly semantic approach to identifying themes would be 
achievable, due to the essence of clinical work I am involved in which has a strong 
element of interpretative understanding. Thus, although I wished to stay close to the 
participants’ interpretation and understandings i.e. a semantic approach; the 
responses were thought about at a latent level, therefore a combination of the two 
was utilised.  
Although TA is a flexible approach, guidelines have been developed to allow a 
framework of how to conduct the analysis, (Braun & Clark, 2006) which is useful to 
a researcher using the method for the first time. The guidelines are not intended to be 
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a prescriptive, linear process; rather to be recursive; constantly moving back and 
forth between the entire data set. Please see table 1 for the phases of conducting TA. 
Table 1: Phases of Thematic Analysis (From Braun & Clark, 2006) 
Phase                                                                      Description of the process 
1 Familiarizing yourself with your 
data 
Transcribing data, reading and re-reading 
the data, noting down initial ideas 
 
2 Generating initial codes Coding interesting features of the data in a 
systematic fashion across the entire data 
set, collating data relevant to each code 
 
3 Searching for themes Collating codes into potential themes, 
gathering all data relevant to each potential 
theme 
 
4 Reviewing themes Checking if the themes work in relation to 
the coded extracts (Level 1) and the entire 
data set (Level 2), generating a thematic 
‘map’ of the analysis 
 
5 Defining and naming themes Ongoing analysis to refine the specifics of 
each theme, and the overall story the 
analysis tells, generating clear definitions 
and names for each theme 
 
6 Producing the report The final opportunity for analysis. 
Selection of vivid, compelling extract 
examples, final analysis of selected 
extracts, relating back of the analysis to the 
research question and literature, producing 
a scholarly report of the analysis 
 
 
A helpful checklist was also developed to guide the process of conducting TA, 
beginning with transcribing, moving on to coding and analysis, the overall aim and 
finally the written report. This was followed to ensure a good TA had been achieved. 
Please see table 2 for the checklist. 
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Table 2: A checklist for achieving a good TA (From Braun & Clark, 2006) 
Process No Criteria 
Transcription 1 The data have been transcribed to an appropriate level 
of detail, and the transcripts have been checked against 
the tapes for ‘accuracy’ 
 
Coding 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2 
 
 
3 
 
 
 
 
4 
 
 
5 
 
 
6 
Each data item has been given equal attention in the 
coding process 
 
Themes have not been generated from a few vivid 
examples (an anecdotal approach), but instead the 
coding process has been thorough, inclusive and 
comprehensive 
 
All relevant extracts for all each theme have been 
collated 
 
Themes have been checked against each other and back 
to the original data set 
 
Themes are internally coherent, consistent, and 
distinctive 
 
Analysis 7 
 
 
8 
 
 
9 
 
 
10 
Data have been analysed, interpreted, made sense of, 
rather than just paraphrased or described 
 
Analysis and data match each other, the extracts 
illustrate the analytic claims 
 
Analysis tells a convincing and well-organized story 
about the data and topic 
 
A good balance between analytic narrative and 
illustrative extracts is provided 
 
Overall 11 Enough time has been allocated to complete all phases 
of the analysis adequately, without rushing a phase or 
giving it a once-over-lightly 
 
Written report 12 
 
 
13 
 
 
 
14 
 
 
 
15 
The assumptions about, and specific approach to, 
thematic analysis are clearly explicated 
 
There is a good fit between what you claim you do, and 
what you show you have done, i.e. described method 
and reported analysis are consistent 
 
The language and concepts used in the report are 
consistent with the epistemological position of the 
analysis 
 
The researcher is positioned as active in the research 
process; themes do not just ‘emerge’ 
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Ethics 
Ethical Approval 
 
Ethical approval was sought and granted from the National Health Service (NHS) 
Research Ethics Committee (Appendix 2) as well as the Research and Development 
Department of South West Yorkshire Partnership NHS Foundation Trust (Appendix 
3).   
Ethical Considerations 
 
Service User Involvement 
All materials used within the research study, such as participant information sheets, 
consent forms and the interview schedule were discussed and reviewed with the 
service user group within APTS. This felt particularly relevant given the nature of 
the research being focussed on client experience and the group having direct 
knowledge of the service and treatment which enabled them to advise meaningfully 
about the materials used. Adjustments were made to the wording of the documents 
being sent out to participants on the basis of this feedback, for example, explaining 
acronyms and refreshing participants’ memories of what the CORE questionnaire 
was that they filled in at the beginning of therapy. 
I also sought feedback from the service user panel in regards to participants 
receiving payment for taking part in the study. Payment was discussed in being 
proportionate to the risk of taking part in the study and as this was low risk, the panel 
felt that remuneration should be towards travel expenses for coming to meet me. 
This suggestion was followed and participants were offered payment for their travel 
expenses. 
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The panel were also keen for more of the benefits of taking part in the research to be 
listed in the information sheet which were sent out as part of the recruitment 
procedure. I had initially been hesitant as I didn’t want the letter to come across as 
coercing people to take part; however the panel thought it was important to be 
explicit in that contributing to the research would hopefully make a positive 
difference and have an impact upon the service. 
The panel also requested more details of the interview process, in that it could take 
place either at the participants home or where they had therapy sessions, wherever 
they felt most comfortable. More explicit information was also requested in regards 
to any discomfort that may be elicited in the interview, how this would be managed 
and providing contact details of services should participants’ wish to speak to 
someone after the interview had ended. 
Also raised by the panel was the possibility of the participant bringing someone to 
the interview with them to make them feel more comfortable. Although I 
acknowledged the reasoning behind this, I explained how this may impact upon the 
answers that were given. We discussed informing the participant that they may bring 
someone with them to the venue or have someone be with them at home during the 
interview, however, it would be preferable if they waited in a different room, as it 
was important they could speak openly to me about their experiences. Meeting the 
panel was important in shaping the research and having feedback from experts by 
experience and all suggestions discussed above were incorporated into the 
documents. 
Informed Consent 
Participants were provided with detailed information about the study prior to 
meeting with the researcher, enabling them to give informed consent. At the 
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interview stage, the researcher talked the participant through the consent form and 
they were given the opportunity to ask any questions. The right to withdraw from the 
interview was explained and that there would be no impact upon their care should 
they re-engage with the service. 
Confidentiality 
Participants were informed that quotes may be used in the research; however, any 
identifiable information would be removed. Participants were given pseudonyms to 
protect their identity. Interviews were audio-recorded and transcribed by a 
University approved transcriber who signed a confidentiality agreement. Recordings 
were hand delivered to the transcriber to ensure their safety. Participants were 
informed that the therapist they had previously seen in the service was not aware of 
their participation in the study and the researcher was not involved in the provision 
of services in the department. 
Risk and Distress 
Participants were informed that the intention of the interview was not to cause 
distress; however, reflecting upon their time in therapy and the reason for their 
referral may bring up difficult emotions and if they wanted to withdraw at any point 
or take a break then it was fine to do so. Participants were to be provided with a list 
of contact support services should they become distressed, as well as being directed 
to their GP if they wished to be re-referred to the service. Prior to the interview, risk 
was explicitly discussed. The participant was informed that if any information 
indicated a significant risk to themselves or others then a plan would be made 
between the researcher and the participant and be communicated to the relevant 
parties in order to safeguard themselves or others.  
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Recruitment 
Participants 
Data was collected from clients seen by an Adult Psychological Therapy Service 
(APTS) in Yorkshire, where the research took place. Information detailing referrals 
to other services were analysed from data collected since records were stored on Rio 
from 2006. Rio is a computerised care records system; it delivers administrative, 
clinical and case management support to health and social care practitioners. Of the 
1,008 clients for which data is available, 83% had prior involvement with an adult 
mental health service, 41% have previously had contact with the community mental 
health team, 39% had contact with the single point of access/crisis team and 27% 
had contact with day services. Only 13% of clients had not had any previous contact 
with the range of services listed (see appendix 4).  This demonstrates the complexity 
and long term nature of clients seen in secondary care services and the likelihood of 
them being involved with a range of other mental health services as well as previous 
involvement with an adult mental health team. Limiting participants by diagnosis or 
treatment type would minimise the practice-based evidence nature of the present 
study. 
Participants were men and women over 18 years of age who had been discharged 
within the past 3-6 months after completing psychological therapy within the 
Wakefield Business Delivery Unit of Adult Psychological Therapies. All participants 
who felt they had benefitted from therapy, which was self-defined, were eligible to 
take part, dependent on meeting the inclusion criteria. 
Inclusion Criteria 
 The service offers therapy for ‘working age adults’, thus the age range limits 
of participants were set between 18 to 65 years of age.  
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 Participants were recruited if they had completed a CORE-OM at the 
beginning of their most recent episode of therapy.  
 Participants were recruited if they had a planned discharge from therapy 
within the past 3-6 months. This time frame is long enough to allow 
participants to implement what they have learnt and experience life without 
therapy, yet not too long so that it would lead participants to forget what they 
had took from therapy.  
 Participants were recruited if they considered therapy to be helpful, which 
was self-defined. This was operationalised through the opt in letter, where 
participants’ were invited to take part in the research if they felt they had 
benefitted from therapy. 
 The minimum number of sessions clients must have attended is six which 
could include an assessment session. Research has found change to be 
indicated within the first four and eight weeks of therapy, with early change 
being a predictor of short and long term outcome in psychotherapy (Lambert 
et al, 2002; Lutz et al, 2006; Lutz et al, 2009; Richard & Kordy, 2000; & 
Howard, 1986). Thus, it was felt 6 sessions would be sufficient to be 
considered a reasonable dose of therapy and to capture a significant change.  
 
As the research was conducted in a secondary care adult psychological therapy 
service, which is not limited to condition or therapy, the participants included 
reflected this. There was no exclusion criteria based on diagnosis or type of therapy 
to reflect the provision of services offered to clients. This is consistent with 
effectiveness research, which has high internal validity and reflects the complexities 
of routine clinical practice.  
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Exclusion criteria 
 
Participants were excluded from the research if they were currently undertaking a 
form of psychotherapy as this may have distorted their ability to specify what was 
helpful from the prior therapy. They were also excluded if they attended less than 6 
sessions or if they were currently in an inpatient setting. See table 3 for a summary 
of the inclusion and exclusion criteria. 
Table 3: Inclusion and exclusion criteria 
Inclusion criteria Exclusion criteria 
 18-65 years of age 
 Planned discharge from therapy 
within past 3-6 months 
 Attended minimum of 6 sessions 
 CORE-OM completed at the 
beginning of therapy 
 Responded that they felt therapy 
to have been helpful 
 Attended < 6 sessions 
 Undertaking a form of 
psychotherapy 
 If currently in an inpatient setting 
 
 
CORE-OM 
 
As detailed in the inclusion criteria, the CORE-OM had to be completed at the 
beginning of therapy in order for participants to take part in the research. The 
CORE-OM (Evans et al, 2002) is a 34 item self-report measure designed to assess 
global psychological distress and outcomes of psychological therapy (see appendix 
1). Clients respond to 34 statements regarding how they have been feeling in the past 
week, using a five point Likert scale ranging from ‘not at all’ to ‘most or all of the 
time’. The questionnaire comprises four domains; subjective well-being, 
problems/symptoms experienced, life functioning and risk/harm to self and others. 
Thus, four domain scores are produced as well as a total score, with higher scores 
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indicating higher distress. The total score of 136 that can be reached is grouped into 
categories to indicate the severity of client distress; 1-20 places clients in the 
‘healthy’ range, 21-33 is ‘low level’, 34-50 is ‘mild’, 51-67 is ‘moderate’, 68-84 is 
‘moderate to severe’ and 85+ is ‘severe’. The measure has been validated and has 
demonstrated good internal consistency and test-retest reliability (Evans et al, 2002). 
The Adult Psychological Therapy Service (APTS) aims to complete the CORE-OM 
with clients at the beginning of therapy and after their final session to provide a 
quantitative measure of change. CORE-OM data were included from participants’, 
collected at the beginning of therapy to situate the sample; identifying the range of 
distress the questionnaire placed them in.  
Sample size 
The number of participants to be included in qualitative research is difficult to 
ascertain as the literature encourages having as many participants as necessary to 
reach theoretical saturation, where data analysis no longer yields new information or 
categories. Sandelowski (1995) stated that the sample size needs to be small enough 
to manage the material yet large enough to provide ‘a new and richly textured 
understanding of experience’ (p. 183), yet this is always dependent on subjective 
judgement. 
 
Research using thematic analysis (TA) to determine a sufficient amount of 
participants to reach saturation found from interviewing 60 participants, that meta 
themes were present in the first six interviews with saturation being reached at 12 
(Guest, Bunce & Johnson, 2006). Some studies have found saturation was reached at 
6 interviews (Isman, Ekéus, & Berggren, 2013; Isman, Mahmoud Warsame, 
Johansson, Fried, & Berggren, 2013), whereas Francis et al (2010) found saturation 
was reached at 17. Braun and Clark (2013) provide guidelines for the number of 
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participants needed in thematic analysis dependent upon the type of data collection 
and the size of the project. For small projects conducting interviews, which this 
research would be classified as; 6-10 participants are recommended (Braun & Clark, 
2013). Thus it was felt 8-10 participants would be sufficient to capture themes and 
be manageable at this level of research. 
Service Context 
The adult psychological therapies service offers psychological therapy to people who 
are experiencing severe, complex and long-standing psychological and mental health 
difficulties. The service provides secondary care (specialist) services due to the 
complex nature of the difficulties people face. Participants were recruited from 
APTS provided by a Yorkshire NHS Trust.  
 
Feedback was sought from therapists within the APTS team to determine the 
therapeutic model they aligned themselves with and currently practiced. Responses 
were gained from twenty four therapists across the trust, of which only two identified 
one particular model they practiced from. The majority of responses identified two 
therapeutic orientations e.g. cognitive behavioural therapy, eye movement 
desensitization and reprocessing, psychodynamic, mindfulness or a combination i.e. 
integrative/eclectic. Although most therapists have a main therapeutic orientation, 
the evidence demonstrates that overall, therapists do not practice just one type of 
therapy. The current research study therefore recruited participants from a range of 
therapists who aligned themselves with a range of models. As research emphasises 
common factors accounting for more variance in the outcomes than type of therapy 
(Imel & Wampold, 2008), it is likely that common factors may be found across 
psychological therapies including how therapy supports self-management after 
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discharge. This approach therefore roots itself to the reality of practice within 
services and is consistent with a PBE approach. 
Recruitment Method 
A request was made to Information Services to provide a database of clients who had 
been discharged from psychological therapy within the Wakefield Business Delivery 
Unit within the past 6 months. The database was then filtered to meet the inclusion 
criteria for the study. Recruitment lasted from November 2015 to February 2016. An 
opt in form (appendix 5), information sheet (appendix 6) and consent form (appendix 
7) were then posted out to gain an expression of interest, if they felt they had 
benefitted from therapy, with a pre-paid envelope to return. Participants were given 
the option to express their interest in taking part either by contacting the researcher 
by telephone, email or returning the opt in form. See figure 1 for recruitment 
procedure. 
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Figure 1: Recruitment procedure 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Exclusion criteria  
Attended < 6 sessions 
Currently having psychotherapy 
Currently in an inpatient setting 
Inclusion criteria  
Attended minimum of 6 sessions 
Reported that they found therapy to be 
helpful 
Planned discharge 3-6 months ago 
Send out information sheet, consent sheet and opt in 
form to gain expression of interest 
If no expression of interest within 2 weeks, send out 
reminder letter 
Contact client by telephone to arrange interview 
Exclude if no interest expressed after first 
attempt and with secondary prompt 
Client able to withdraw from the research  
Interview conducted and audio-recorded Client able to withdraw from the research until 4 
weeks after interview 
Interviews transcribed and analysed 
Clients sent summary of research for feedback 
Feedback from participants inputted into final 
document 
62 
 
Data Collection 
Interviews 
The topic guide (appendix 8) for the interviews was initially developed by the 
researcher in conjunction with feedback and guidance from supervisors. It was 
piloted with two colleagues known to the researcher who role played being a 
participant. It was also taken to the service user research panel within APTS which 
was also attended by the Research and Development Department (R&D). Feedback 
from colleagues, the service user panel and the R&D were taken into account and 
minor amendments were made to the wording and order of the questions.  
The main body of the topic guide focussed on the participants’ most recent 
experience of therapy and explored how they benefitted from it, the importance of it 
and how they implemented it in their day to day life. Also included were questions to 
determine if they felt any aspects of therapy were unhelpful, if they had previous 
experiences of accessing psychological therapy and other methods people use to 
manage their mental health on a daily basis. 7 out of the 8 interviews were conducted 
at the NHS APTS and one interview was conducted at the participant’s home. The 
interviews were audio recorded and lasted between 40 and 90 minutes. After each 
interview my reflections were recorded, describing my sense of the person and of the 
interview. Interviews were transcribed verbatim and the reflections were referred to 
when analysing the interviews. 
Quality Checks for Qualitative Research 
As previously discussed, prior to Braun & Clark’s (1996) paper, there had been no 
clear agreement of what TA was and how to go about conducting it sufficiently 
which led to patchy reporting of the method, making it hard to evaluate and compare 
with other work. The guidelines now provided offer the potential for research to be 
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conducted in a deliberate, more rigorous way. Further guidelines which also provide 
the opportunity for increased validity and quality of qualitative research are those 
provided by Elliot, Fischer and Rennie (1999), who developed the ‘evolving 
guidelines for publication of qualitative research studies in psychology and related 
fields’. Seven guidelines are provided, though not intended to be definitive are 
described in relation to the research project. 
1. Owning one’s perspective 
This is described as the researcher making explicit their theoretical orientations and 
personal anticipations, as well as being able to recognize their personal values, 
interests and assumptions and how these may impact upon their understanding and 
interpretation of the data. This is described in the researcher reflexivity section and 
in the description of the approach used in TA.  
2. Situating the sample 
Situating the sample entails the author describing the participants and their life 
circumstances in order to enable the reader to have some context surrounding the 
participant’s life which may be relevant to the findings. This has been provided with 
pen portraits of the individuals who took part in the research as well as including 
data from the CORE-OM completed at the beginning of therapy. 
3. Grounding in examples 
Providing examples of the data allows for the illustration of the procedures used in 
the study and how interpretations were developed on the basis of these. It allows for 
an appraisal of the understandings reached by the researcher and gives the 
opportunity for the reader to reach alternative meanings and understandings. The 
procedures used are described with examples of participants’ quotes and the 
interpretations developed in light of these. 
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4. Providing credibility checks 
Supervision - supervision was utilised to ensure the validity of the themes and coding 
within the data as well as reviewing my interview technique as a whole. On the basis 
of feedback from the first interview conducted, it was noted that I had a tendency to 
assume the ‘therapist role’, i.e. using reflective listening and acknowledging the 
impact of experiences the participants had on their emotional and mental well-being. 
Although it was discussed that initially this may be useful to develop a relationship 
with the participant and put them at ease, it was something I had to be conscious of 
to make sure I retained my role as a researcher and gathered the information required.  
Returning to participants - themes and outcomes of the research are checked with 
the participants who took part. Participants were sent a summary of the findings and 
were asked to comment on whether they felt the themes accurately captured their 
experiences. One participant, David, responded to the request for feedback on the 
results. David stated he found it ‘very helpful’ to have taken part in the research and 
was ‘overwhelmed to see how many people are feeling better after being helped by 
the staff from (NHS base). He spoke of the changes his partner had noticed in him 
over the course of therapy and after and noted the ‘high praise’ he holds for his 
therapist and the staff who supported him. 
Coherence 
Coherence refers to the understanding reached from the data.  The individual 
accounts come together to offer an understanding which provides an overall story or 
framework, yet retains the nuances in the data. This has been shown by the research 
demonstrating overarching categories and themes, yet also including subthemes 
grounded in the data, which provide individual nuanced accounts of experiences. 
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5. Accomplishing general vs specific research tasks 
A general understanding of a phenomenon has been provided, i.e. how clients 
manage their mental health once they have been discharged from therapy. This has 
been based upon an appropriate range of accounts from participants, given the size of 
the research project. Limitations of generalising the findings to other contexts and 
individuals are discussed. Although a specific research task has not been undertaken 
i.e. a case study; the process through which the results were attained have been 
described thoroughly and systematically, in order for the reader to comprehend the 
basis for the understandings that were reached. 
6. Resonating with reader 
The research that is presented aims to resonate with readers, by providing the 
material in a way which allows the reader to assess if the material accurately 
represents the subject matter and views of the participants, as well as expanding the 
readers understanding of the topic. 
Researcher Reflexivity 
Before presenting the results, it is important to acknowledge the role of the 
researcher, as stated in Elliot, Fischer and Rennie’s (1999) qualitative checks as 
‘owning one’s perspective’. This provides insight into the background of the 
researcher which will have impacted upon the interpretation of the results. I will 
provide a summary of myself in order for the reader to have transparency around 
how my background, influences and current situation may have shaped the research 
process and the understandings reached from the data. 
I am a 32 year old, White-British female living in West Yorkshire with my husband. 
I have experience of complex mental health problems within my family and the re-
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occurring nature of these. I was in part motivated by the research topic in order to 
gain insight into how the findings could be translated to prevent relapse and help 
individuals to manage their mental health problems outside of the mental health 
setting. I feel this motivated me to want to thoroughly understand participants’ 
individual experiences. I relished the opportunity to conduct qualitative research and 
to listen to stories of individuals who self-defined they had benefitted from therapy 
rather than from quantitative measures. I had worked in a variety of settings across 
mental health services and was aware only of people who were re-referred back to a 
service, rather than those who were managing their mental health without service 
input. I felt privileged to be able to hear the experiences of people who had 
benefitted from therapy and to gain an understanding of how therapy was still having 
an impact upon them.  
My preferred theoretical orientation in regards to clinical work is a systemic 
approach. I feel this has been influenced by my family experience of mental health. I 
have been interested in how the family as a whole are affected and how the different 
understandings and approaches to mental health affect interactions and explanations. 
I feel this led me to want to understand the impact of the participant’s mental health 
on their systems. 
I was aware I was taking a different position to what I was used to; a researcher as 
opposed to a psychologist in clinical training and that my approach would have to be 
adapted in order to gather the most information from the interviewees. I kept a 
reflective journal throughout the process and made notes after each interview to refer 
back to when analysing the data. This, along with the use of supervision contributed 
to my reflexivity and acknowledgement of my role in the analysis and interpretation 
of the results which will now be presented.    
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CHAPTER THREE: RESULTS 
 
Details of the recruitment of participants will be discussed, followed by demographic 
details. Pen portraits of the participants will then be provided to give a broader 
understanding of the individuals and the context of their mental health which led 
them to receiving psychological therapy. Finally, the results of the thematic analysis 
will be presented along with direct quotes from the participants to demonstrate the 
themes described. 
Recruitment 
A total of 120 people met the inclusion criteria over the recruitment period. 25 
people who initially appeared to meet the criteria were excluded for a number of 
reasons after consulting their data; 2 individuals had passed away, 5 had been 
admitted to an inpatient setting, 13 had not given consent for their information to be 
shared with anyone other than their GP, 3 had moved out of area and 2 people had 
been referred back to the service. Thus a total of 95 people met the inclusion criteria 
and were sent out information to participate in the study. Letters were sent in batches 
of around 20-25, to clients over the data collection period, due to participants 
needing to meet the inclusion criteria of having been discharged for a total of 3-6 
months. In line with the recruitment procedure, a secondary prompt was given to 
clients who were in the first batch of recruitment, where 25 recruitment letters were 
re-sent. Further prompts were not sent after this stage as the numbers needed for 
recruitment were reached. A total of 10 participants were recruited, however, 1 
participant did not attend the interview and did not respond to further contact to re-
arrange. A further participant, when contacted, stated he felt unable to take part in 
the research as his mental health difficulties had become more pronounced and he 
was due to attend an appointment with his mental health team. Thus, a total of 8 
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participants were recruited and interviewed. 7 out of the 8 participants responded to 
take part by returning the opt in form and 1 participant responded via email. Once an 
expression of interest was gained, participants were contacted to arrange a suitable 
interview time and location; which was at either the NHS base or the participant’s 
home. 7 out of 8 participants opted to be seen at the NHS base and 1 participant 
opted to be seen at their home. 
The participants were seen by a total of 6 therapists whose professional background 
included clinical psychologists, CBT therapist, psychotherapist and a psychiatrist. 2 
therapists practiced from a CBT approach, one from a psychodynamic orientation 
and the remaining practiced integratively.     
Demographic details 
Pseudonyms have been used throughout the research to provide anonymity and 
confidentiality for the participants. All participants had received previous input from 
psychological services with 7 out of 8 participants also having received input from 
the crisis team. Other services that participants’ had input from were primary care 
mental health, psychiatric liaison and day treatment. The ethnicity of the participants 
was self-described. See table 4 for demographic details. 
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Table 4: Demographic details of participants
Participant Gender Age Ethnicity Presenting problem Rio cluster Discharge Number of 
sessions 
Sarah Female 49 White-British Depression 6. Non psychotic disorder – 
overvalued ideas 
Planned discharge Individual – 116 
Group – 62 
 
Helen Female 57 White-British Childhood abuse and 
neglect 
6. Non psychotic disorder – 
overvalued ideas 
Planned discharge Individual – 17   
Group – 1 
 
David Male 29 White-British Not recorded 5. Non psychotic disorder 
(very severe) 
Planned discharge Individual – 10 
 
Emily Female 31 White-British OCD 6. Non psychotic disorder – 
overvalued ideas 
Planned discharge Individual - 23 
Jessica Female 52 White-British Childhood abuse and 
neglect 
Not recorded Planned discharge Individual – 28 
 
Olivia Female 48 White-British Childhood abuse and 
neglect 
6. Non psychotic disorder – 
overvalued ideas 
Unplanned 
discharge – 
Stopped attending 
Individual – 10 
 
Joanne Female 28 White-British Childhood abuse and 
neglect 
4. Non psychotic disorder 
(severe) 
Planned discharge Individual – 27 
 
Jamila Female 45 Black or Black 
British – 
African 
Trauma PTSD (not 
abuse) 
Not recorded Planned discharge Individual - 65 
70 
 
Pen Portraits 
Sarah 
Sarah was 49 at the time of the interview and married. Sarah had taken part in 116 
individual therapy sessions and 62 group sessions, a total from attending 2 groups. 
Sarah’s CORE-OM score completed at the beginning of therapy placed her in the 
‘severe’ category. From a previous relationship Sarah had two grown up children who 
had both been to University. Growing up, Sarah had a parent with mental health 
difficulties. Her parent’s behaviour was frightening for Sarah, as at the time she didn’t 
understand what was happening. This experience along with other distressing situations 
led to a fear of men. Sarah persevered through some challenging times, including being 
made homeless with her two children. Sarah always put her children’s needs before her 
own and it was not until they left home and her focus was not solely on them, that she 
felt unable to cope. Sarah began to drink alcohol and self-harm as a strategy for coping. 
I was struck by how long Sarah had managed without support and how many 
difficulties she had overcome in her life and the modesty with which she described the 
changes she had made to her life. Sarah was warm and engaging throughout the 
interview and open about her experiences. Sarah felt she benefitted from therapy in a 
number of ways; being able to put herself first and being able to say ‘no’ to others 
requests, which led to gaining more respect from people. Sarah also felt she benefitted 
as she is now aware of how to manage her stress levels and having strategies to help her 
do so, for example, mindfulness. 
Helen 
Helen was 57 at the time of the interview; she had taken part in 17 individual therapy 
sessions and 1 group session. Helen’s CORE-OM score completed at the beginning of 
therapy placed her in the ‘severe’ category. Helen had a difficult upbringing and had to 
take responsibility as a young child to care for her Mother and younger sibling which 
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meant that she was not able to attend school beyond primary school age. Helen endured 
physical and emotional abuse from her mother, protecting her sibling as best she could. 
Helen reported always putting others needs before her own. Despite the difficulties 
Helen had been through, she felt that her experiences had led her to become a more 
caring person, who is more able to empathise with people’s experiences. Helen was not 
in a relationship at the time of the interview, though had a good friendship which was 
able to offer her support. Helen had two grown up children from her first marriage, who 
she is close to. Helen’s second marriage, which has now ended, unfortunately became 
severely abusive on many levels and led Helen to have a lack of confidence in herself. I 
was overwhelmed by the courage Helen had shown throughout her life and was 
continuing to show given the present challenges she was facing. Helen displayed a 
passion for helping others and demonstrates this through her work where she cares for 
and supports people. Helen provided lots of detail about her previous experiences in life; 
this seemed important for her to share to demonstrate what she had overcome and where 
she had gotten to since therapy. Helen also described a difficult relationship with her 
therapist at the beginning of therapy, I was conscious I didn’t want to replicate any of 
those initial negative experiences, which I feel is in part why this was the longest 
interview. I felt if I were to move Helen on, I would have ruptured the relationship. 
Helen described benefitting from therapy as it helped her to make sense of past 
experiences she had been through and create a sense of balance in her life. She also 
stated that without therapy she would have ended her life. Helen is now able to think 
about her own needs and be kinder to herself. 
David 
David was 29 at the time of the interview; he took part in 10 individual therapy sessions. 
David’s CORE-OM score completed at the beginning of therapy placed him in the ‘low 
level’ category. David has a son and had been married to his husband for three years. 
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David was busy studying for two College courses in caring for others, something he was 
able to do after completing therapy. He described himself as always wanting to make 
people laugh and cheer them up and likes to be sociable and spend time with his friends; 
his sense of humour was evident throughout the interview. David described being put 
down by others for the majority of his life, going through many chaotic experiences, 
and how this impacted on his mental health and led to him harming himself as a way of 
coping. David described how he is now fighting back and prioritising his needs. David 
described benefitting from mindfulness techniques as a way to manage his emotions and 
gaining an understanding of the internal battles he has between conflicting sides of his 
personality, which through therapy he was able to name.  
Emily 
Emily was 31 at the time of the interview; she was in a relationship and was looking to 
buy her first house. Emily took part in 23 individual therapy sessions. Emily’s CORE-
OM score completed at the beginning of therapy placed her in the ‘moderate to severe’ 
category. Emily works in a College offering pastoral care to students; she had 
previously worked in administrative jobs, however, she found working with people was 
where she was at her best. Emily enjoys travelling the world and learning languages. 
Emily had a diagnosis of obsessive compulsive disorder and had struggled with this for 
a number of years which impacted significantly on her day to day functioning at work 
and in her social life, which led Emily to have thoughts of ending her life. Emily had an 
overestimated sense of responsibility and low self-esteem. I was struck by how 
dedicated Emily had been throughout her therapy sessions and how determined she was 
to overcome her difficulties using the techniques learned in therapy, despite it being 
very challenging. Emily took real ownership of making changes and was very pro-
active in seeking out opportunities to put the work into practice outside of sessions, 
becoming (as she described) her own teacher. Emily was articulately able to describe 
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her experience and often pre-empted the questions I had. She was engaging in the 
interview and wanted to provide as much information as she could to assist others, as 
she had found reading the experiences of others in self-help books so invaluable herself. 
Emily felt she gained her ability to “function in life” back from attending therapy and 
was consistently working towards making positive changes in her life. 
Jessica 
Jessica was 48 at the time of the interview; she had taken part in 28 individual therapy 
sessions. Jessica’s CORE-OM score completed at the beginning of therapy placed her in 
the ‘moderate to severe’ category. Jessica is the eldest of her siblings; she works as a 
librarian, has a passion for music and plays in a band. Jessica had struggled with panic 
attacks and they were impacting on the functioning of her daily life. Jessica described 
being treated differently by her Mother compared to her siblings and that led her to 
believe that she was always at fault. Jessica described feeling emotions in situations but 
not being able to identify why she was feeling that way and not being able to articulate 
that emotion or manage it. Jessica initially seemed nervous in the interview, I later 
learned this was in part due to the fact that where the interview took place required an 
access code to leave. This would have previously led Jessica to experience a panic 
attack, however, this was something she had worked on in therapy sessions and was 
able to overcome. Jessica described her therapy sessions as “revolutionary” in the 
perspective it gave her and this led to an acceptance of prior experiences. Jessica is now 
able to identify her emotions and make changes to relationships to acknowledge and 
prioritise her feelings. Jessica enjoyed a balance of theory and practical strategies in her 
therapy sessions. 
Olivia 
Olivia was forty-nine at the time of the interview and had been in a relationship for 
three years. Olivia took part in 10 individual therapy sessions. Olivia’s CORE-OM 
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score completed at the beginning of therapy placed her in the ‘moderate’ category. 
Olivia has two grown up children, one of whom she does not have contact with, and two 
grandchildren; she has a pet dog that she enjoys taking out for walks and giving her 
attention to. Olivia had experienced sexual and emotional abuse growing up and 
suffered with panic attacks. She had previously drunk alcohol as a way of blocking out 
the difficult experiences in her life. This has impacted on her memory, which she finds 
frustrating at times. Olivia described feeling angry at herself and putting herself down 
for a long time for the situations she experienced; however, she is now able to be kinder 
and more forgiving to herself. Despite the difficulties Olivia had faced, she struck me as 
a kind hearted individual who was working towards becoming more independent and 
placing value on her own opinion. Olivia was concerned about giving the right answers 
at the start of the interview; however, after reassurance that there was no right answer 
and that I was interested in her experiences, this seemed to put Olivia at ease. Olivia 
described feeling like a “stronger person” from having therapy and coming to accept the 
difficult experiences she had been through in her life. Establishing a routine was 
extremely helpful for Olivia, particularly in the morning, which enables her to feel 
prepared for the day ahead.    
Joanne 
Joanne was 28 at the time of the interview and had participated in 27 individual therapy 
sessions. Joanne’s CORE-OM score completed at the beginning of therapy placed her in 
the ‘moderate to severe’ category. Joanne had separated from her husband and has three 
children. She was working towards completing a degree, something she had wanted to 
do for some time, and was enjoying studying and reading. Joanne described being in 
and out of psychological services since she was 15 years old. In the lead up to being 
seen in the current service, Joanne described being seen by multiple services for a 
limited number of sessions, then being told she was not “fit for the service”. This made 
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it difficult for Joanne to trust in therapy and be able to open up, as she continually felt 
she would work towards getting to this stage in order to be told she couldn’t be seen at 
the service any longer. From a lack of support from previous services, Joanne was very 
specific in her requests when entering APTS as she wanted to ensure she would have 
one therapist who would see her for the duration of her sessions. This was important for 
Joanne to clarify in order for her to build up trust in the therapeutic relationship and in 
order for her to be able to share her thoughts and feelings. Joanne suffered with post-
natal depression with each of her children, she struggled with flashbacks to these times 
in her life and the impact of the relationship she had with her husband, which led to a 
lack of self-worth and confidence. Joanne came across as bright and was engaging 
throughout the interview. She discussed conducting research as part of her University 
course and was hoping that others would participate in her future work as she had done 
in the interview. Joanne had made major life changes as a result of therapy; ending her 
“controlling” marriage, becoming a single parent of three children and starting a 
University degree. Despite the difficulties she faced, Joanne had a real enthusiasm for 
life and was benefitting from a different perspective due to the work she had completed 
in therapy. 
Jamila 
Jamila was 45 at the time of the interview and had participated in 65 individual sessions. 
Jamila’s CORE-OM score completed at the beginning of therapy placed her in the 
‘severe’ category. Jamila enjoys sewing and knitting and is an avid football fan; 
watching it on television as well as listening on the radio. Jamila is originally from 
Africa but is now living in the UK. Jamila discussed the cultural differences of mental 
health in Africa compared to England and the impact this had upon her. Jamila stated 
that mental health didn’t exist in African Culture; she noted that if you were to say you 
are sad, it meant that you were weak and your trust in God was failing as He was not 
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helping you to be happy. Jamila stated that the only description of it was ‘madness’ and 
people would refer to her as ‘mad woman’ and would segregate her. This led Jamila to 
feel very low and it proved difficult for her to acknowledge her feelings whilst trying to 
maintain her belief in God and her culture. Jamila was noticeably nervous when we first 
met and I hoped to make her feel at ease throughout the interview. After an initial 
conversation about Jamila’s interests, she visibly relaxed and engaged in the interview. 
Jamila has a long term health condition and I was overwhelmed by her attitude towards 
this and of the adjustments she had made since taking part in therapy, for example, 
dealing with cultural beliefs about her mental health. Jamila benefitted from therapy by 
making practical changes to her lifestyle as well as learning to accept her circumstances, 
have confidence and value her own needs.  
 
 
 
 
 
 
 
 
 
 
 
77 
 
QUALITATIVE ANALYSIS 
 
An outline of how TA was carried out will be described, Helen’s interview will be 
utilised to illustrate examples of the analysis. The findings of the analysis of the 8 
interviews will then be presented. 
Carrying out thematic analysis 
Phase 1: Familiarizing yourself with your data 
Braun & Clark (2006) note the importance of immersing yourself in the data with the 
result of becoming familiar with the breadth and depth of the content. Once the data had 
been transcribed, the transcriptions were read whilst listening to the audio recordings to 
check for any inaccuracies. The recordings were listened to twice whilst reading 
through the transcripts so I could familiarise myself with the data and the transcriptions 
were also read separately to allow for familiarisation of the data. During this stage, the 
data was read in an active way, as recommended by Braun and Clark (2006), to search 
for patterns and meanings within the data, with notes being made to refer back to when 
coding. Braun and Clark (2006) note how important this phase is as it forms the basis 
for the rest of the analysis. Whilst listening to Helen’s interview and reading the 
transcript, I made notes of how I understood what she was discussing, for example, 
acceptance, the difficulties she was still facing and the impact of the relationship with 
her therapist. This helped generate possible categories for coding, which could be 
developed and defined in further analysis and in conjunction with analysis of the other 
interviews. 
Phase 2: Generating initial codes 
Once the researcher has generated an initial list of ideas about what the data 
encompasses, the production of initial codes can begin, whereby data can be organised 
into meaningful groups. The data sets were worked though line by line and coded 
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through NVivo 10 software for qualitative data analysis. Codes were produced from 
interesting aspects of the data set and of relevance to the research question. As advised 
by Braun and Clark (2006), data was coded for as many potential themes or patterns as 
possible, the context surrounding the codes were kept and data was placed in as many 
different themes as it fit into. Braun and Clark (2006) note that no data set is without 
contradiction and tensions within and across data items do not have to be smoothed out. 
Table 5 provides an example of the coding process.  
 
Table 5: Examples of generating codes 
Sentence Code allocated 
“I’ve always been the first person to put 
others first and the last person to put 
myself first. And my life pattern hasn’t 
been that great.” 
Putting others first 
Value of self 
Previous experiences 
Difficult experiences 
Well, like last week I was ill with this 
chest infection and I pushed myself to 
work but then I thought: “No, I’m not 
going to do that.” Now, before, I would 
have pushed myself to work until I 
collapsed, but I just thought: “No, I’m 
not doing it”, it doesn’t matter because 
it’s only once or twice a year I’m on sick 
and if I need to be on sick it’s because I 
need to get well and rested. And I went 
for a walk and thought: “I’m going to 
phone in, I’m not going to push myself 
now. I’m fifty-seven, I’ve worked all my 
life since I was sixteen, I deserve to put 
myself first a little bit.”  
Pushing self to work 
Change from how would have previously 
managed  
Shift in priority 
Making time to get well and look after 
self 
Stop pushing self 
Deserve to put myself first 
“So, I guess the outcome has been really 
good. I’m not saying I’m right because 
I’m never going to be completely right I 
don’t think, I don’t think I’ll ever get back 
to- well, what is normal?” 
 
 
Good outcome of therapy 
Long term impact of mental health and 
previous experiences 
Continued difficulties 
Acceptance of mental health 
Questioning normality 
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Phase 3: Searching for themes 
This section of the analysis concentrates on the re-focussing of the data; it involves the 
sorting and analysis of codes and considers how they may be combined to form 
potential themes (see appendix 9 for examples of the analysis in NVivo). The 
relationship between codes, themes and different levels of themes are also thought about 
i.e. overarching themes and subthemes. Codes were grouped into categories of meaning, 
for example, ‘change from how would have previously managed’, ‘shift in priority’, 
‘making time to get well and look after self’ and ‘deserve to put myself first’ were 
categorised as ‘valuing yourself’. Once the initial groupings of categories were 
produced, these were further considered and given a theme name. For example, ‘valuing 
yourself’ and ‘stop putting others first’ felt to me to be around how therapy was helping 
to gain a sense of balance in views of responsibility and was categorised as 
‘Responsibility’.  
Phase 4: Reviewing themes 
Reviewing themes involves two levels of processing; how the themes and subthemes 
relate to each other and how they relate to the entire data set. I reviewed the transcripts 
and the codes given for each theme to ensure there was an identified pattern. Themes 
were discarded if there was too little data to support them or they weren’t relevant. 
Reviewing also identified when themes may collapse into each other or when they 
needed to be separated. For example, earlier identified themes of increasing exercise, 
reducing alcohol intake were collapsed into ‘Healthy Living’, and ‘Things that helped 
therapy to be successful’ was broken down into ‘Relationship with therapist’, ‘Structure 
and focus of therapy’ and ‘Commitment to change’. 
Phase 5: Defining and naming themes 
Phase 5 involves further refinement of the themes; identifying their stories and what 
they capture from the data, i.e. in relation to themselves and others, making sure the 
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names concisely represent the data. The story of each theme is also considered in the 
overall story of the data and in regards to the research question. My understandings and 
interpretations were led by the research question, however, there were also stories that 
were not directly linked to the research question but were relevant to include, for 
example, ‘Things that helped therapy to be successful’. 
Phase 6: Producing the report 
The final phase of the analysis is the production of a report which aims to tell a detailed 
story of the data, allowing the reader to be convinced of the validity and merit of the 
analysis (Braun & Clark, 2006). The report should provide evidence of the account of 
the story, i.e. extracts of themes and subthemes and provide an argument in relation to 
the research question. 
Qualitative results 
Core themes 
Five core themes were developed from the thematic analysis; i) How therapy is helping 
me now, ii) Life changing, iii) Things that helped therapy to be successful, iv) Things 
outside of therapy that are helping me now and, v) How therapy could be improved. The 
core themes were broken down into subthemes and the subthemes were further 
categorised for ease of understanding the outcomes of the analysis.  Figure 2 shows a 
full thematic map with core themes, subthemes and the breakdown of subthemes. Each 
of the themes and subthemes will be described in detail using illustrative examples from 
participants.  
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Figure 2: Thematic Map 
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Theme 1: How therapy is helping me now 
This theme captures the essence of the research question in determining whether or how 
therapy is helping participants’ manage their mental health on a daily basis. The themes 
grouped around four main subthemes, giving further detail as to how therapy is now 
helping. 
Subtheme 1a: Acceptance 
 Of previous experience 
Six participants’ described coming to an acceptance of their previous experiences, 
which generally referred to difficulties in relationships, trauma, or events that 
contributed to mental health problems, such as a turbulent upbringing. Accepting the 
experiences, i.e. not dwelling on them, letting go of the blame they felt towards 
themselves or the anger they held towards others, allowed them to move on and 
function more ably in their daily life: 
“I think it was because it was rather- rather managing your emotions and 
interpersonal stuff and all that and all of it, bits of all of it. It put things in 
perspective I think and there’s no point dwelling on it now because it does- I’m 
allowing it to have an impact, aren’t I? Still thinking about it, but it happened 
and I can’t do anything about it, so I’ve just put it away and it has no impact.” 
(Sarah) 
 
“Coming here to understand it, I realised it wasn’t actually my fault, it was 
something totally out of my hands- and coming here, I’ve realised that 
everything what’s actually happened in my life, from being born to now, I can’t 
[pause] blame myself.” (David) 
83 
 
One participant described part of the acceptance as being able to speak to others about 
her experiences and rather than this leading the participant to dwell on that experience, 
it enabled her to move on from it: 
 “I can actually- I can talk about things to my friend that happened to me, which 
I couldn’t before, so it’s a big change and it doesn’t make me dwell on it, 
because there’s no reason to dwell on it- it’s done. It’s gone.” (Helen) 
 
It was also acknowledged that how people were reacting to their previous experiences 
could not change what had happened. Participants described putting their experiences to 
one side and not letting them dominate their emotions which enabled them to gain 
perspective and move on with their life. For some this was in relation to the parenting 
they had received as a child, whereas for others it was abusive relationships they had 
experienced as an adult. Not dwelling or ruminating on these experiences cleared the 
way for participants to look forward and move on with their lives: 
“Acceptance of that and acceptance of what happened when I was younger 
happened, and no matter what I’m going to do now and what I do now isn’t 
going to change that.” (Jessica) 
 
“So, it’s best not to think too much about them and dwell on them and just say: 
“Okay, yeah, that happened,” but you’ve got to put that to one side and, you 
know, carry on, you’ve got a life to live and you’ve got to carry on and make the 
best of your life. Because –like I said- I still have- I’m still angry and certain 
parts of, you know, what’s happened but I don’t let that anger get out of control, 
just don’t blame and I don’t blame myself like I used to.” (Olivia) 
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Subtheme 1a: Acceptance 
 Of myself and my mental health 
All participants spoke of how coming to an acceptance about themselves and their 
mental health is helpful for them on a day to day basis. It reduces some of the pressure 
they would place on themselves and reduces shameful feelings about their mental health 
difficulties, which allows them to feel comfortable being themselves and lets them 
move on in life:  
“I’m not hiding away, I’m not panicking anymore, I’m going and I’m being me.” 
(David) 
“Yeah, sure. It helped me with a lot of things and things that were-it was okay to 
talk about it, you know, it wasn’t something shameful that you had to hide away 
from.” (Olivia) 
Reducing negative comparisons with others, for example, where other people were in 
their life and what they had achieved, and using this as a baseline of comparison for 
success in their lives was highlighted as a change that was helpful and continued to be 
so. Having realistic goals of what they were able to achieve and what they wanted to 
achieve in line with what they felt was important along with being more compassionate 
to themselves were also discussed as helpful changes in thinking: 
 “With me, I was starting to compare myself with other people: I can’t look like 
my friends, I can’t be like my friends. I can’t be like them and they can’t be like 
me. I’m happy. I must agree that I am me.” (Jamila) 
“Um, but I do notice I’m a bit more realistic now and- but I do still find 
especially consciously trying to be kind to myself is a big issue.” (Jessica) 
 
 It was also recognised that mental health difficulties may still be present; however this 
has also come to be accepted: 
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“So, I guess the outcome has been really good. I’m not saying I’m right because 
I’m never going to be completely right I don’t think, I don’t think I’ll ever get 
back to- well, what is normal?” (Helen) 
It was also accepted that some emotions around certain experiences are natural and 
being able to reduce the pressure they placed upon themselves to think, feel or react in a 
certain way, was helpful in managing their mental health. Emily and Joanne both spoke 
of the acceptance of some anxiety in their lives, particularly in relation to work where 
they had previously described trying to live a life without anxiety. Before therapy, they 
deemed anxiety to be negative and their experiencing of it to indicate they were not able 
to manage their lives successfully, that they were failing. Accepting they would feel 
those emotions and it was not always entirely negative, enabled them to prepare and 
manage their emotions or the situation more effectively and relate to themselves more 
compassionately, which reduced the shame they had associated with the feeling. 
Similarly with Joanne who placed unrealistic demands on what she should be able to 
achieve, who came to accept she could only do a certain amount and this was ok, which 
relieved the pressure she placed upon herself and the negative impact this had: 
“Um, I think in my own skin, trying to be more with the mindfulness and present 
in my own skin, the only time I was in my own skin previously was when the 
negative stuff was going on, the panic and anxiety were overwhelming, if you 
like, and then I couldn’t see anything. I’m trying with this –like you say- to be 
more balanced, um, and then when things are- when I’m more anxious generally, 
um, I trying to be more realistic about why I’m anxious. So, recently I had to 
have- I had an appointment with my appendix, about a growth being found and 
trying to be more realistic while accepting that I’m going to be anxious because 
it’s natural.” (Jessica) 
“So have notice that when I have had a bad night’s sleep I’m much less able to 
think lets be rational about this, and lets actually. But because I can notice that 
now I go well give yourself a break you haven’t had any sleep. Whereas before I 
would be like but you’re a parent it doesn’t matter if you have only had one 
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hours sleep. You should still be able to bake cakes and do this and do that.” 
(Joanne) 
Subtheme 1a: Acceptance 
 Of continued effort and distress in life 
All eight participants spoke of coming to an acceptance that distress is a natural part of 
life and recognising there will be difficulties in the future: 
“The fact that distress is part of life- And it’s still something that I’m working on, 
I suppose. Um, how important that’s been- and it’s been quite important and 
revolutionary in way but I’m not sure [slight laugh] entirely. Just now I think the 
effects of that are coming home to roost, I guess. Um, so that sort of ‘accepting’ 
was massive really.” (Jessica) 
“I think the idea again -you know I said about having some kind of, it’s good to 
have some kind of stress in life- I think that idea of I just wanted to walk through 
some perfectly non-stressful life [slight pause] but you can’t do it.” (Emily) 
 
As well as recognising that there is no perfect way to live your life: 
 “There isn’t a normal is there? Nobody’s life is completely perfect.” (Helen) 
 
 It was also accepted that it will take continued effort to maintain mental health during 
difficult times, that there will be ups and downs, yet participants were able to hold onto 
their ability to cope through these situations: 
“I imagine everything just helped me evolve into a better person now and I’m 
understanding now: “Yeah, life can be crappy, but I know I can do it.” (David) 
“And I know that things are sometimes going to be hard, like last month, but I 
haven’t fallen to pieces and the worlds not ended and all that rubbish.” (Sarah)  
“And realising that it’s okay to have bad days and it’s okay to feel stressed, 
everyone does and the only difference is [pause] that they’re just seeing that as 
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a normal part of life and I was just ignoring that completely. So, if the decision 
turns out to be wrong I just deal with it.” (Emily) 
Joanne was able to reflect that there was a danger of her thinking “right well I’ve got the 
stuff that I need. I can just do whatever I want now…I’m fixed” or conversely, that she 
would always have to work as hard as she was when she was in therapy “just to be able 
to function”. It was important for Joanne to “find that middle” and try “to go a bit 
slower and not expect the world to be fixed over night”, in order for her to continue to 
maintain her mental health. 
As well as discussing continued effort in tackling difficult situations, Jessica discussed 
making sure to focus on the positive experiences in her life “being more open to the 
positive side of experience rather than the negative” and being able to acknowledge her 
achievements as areas of continued effort. Jamila also made reference to balancing 
positive and negative experiences and making sure not to discount the positive times. In 
accepting the negatives, participants were freed up to acknowledge the positives and 
give more energy to focus on them:  
“We can’t just have happy days every day, sometimes its ups and downs and it 
shouldn’t be ended because I’m sad because not all days I’m sad. Maybe if I’m 
sad- seven days, five out of seven days I’m sad and two I’m good- I must always 
count the blessings of the two days- two days I’ll be happy, five days I’ll be sad 
but the advantages and disadvantages, they’re always there.” (Jamila) 
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Subtheme 1a: Acceptance 
 Of my current situation 
Seven participants spoke of coming to an acceptance of their current situation, for 
example in regards to their relationships, work, housing and financial position, and how 
this helps them to rationalise their thoughts and feelings, taking each day as it comes: 
“But what I can do is make the best of what I’ve got and that’s what I’m going 
to do.” (Helen) 
“Um, I feel as if I’ve got a roof over my head, wherever I live and I’ve got a 
friend, go to work and add a little money- what more do I need? I’ve got 
everything: I’ve got my children. I’ve got my granddaughter.” (Helen) 
“So, I don’t mean I’m trying to keep hold of things really tightly, but I’m just 
trying to be more -not rationalise it, what’s the other one? - sort of, um, well be 
mindful and thoughtful about the reality of the situation and trying.” (Jessica) 
As well as recognising that sometimes they are not able to have control or influence 
over a situation: 
“Um, yeah and the sort of still trying to influence the outcome now, um, when 
perhaps it’s not influencable. Um, that acceptance that it is as it is.” (Jessica) 
“So, I’ve been able to learn that whatever happens I can’t control it because it’s 
nothing I can personally.” (David) 
Participants spoke of appreciating the moment they are in, not attempting to make any 
changes or judge their life negatively, but looking for the positives and holding on to 
that mind-set: 
“Uh, attitude of life, I live by the day, whatever- sunlight I smile. If it’s good like 
this just take a good view and feel okay.” (Jamila) 
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Subtheme 1b: Understanding and changing interpersonal relationships 
 How I am with others 
All participants spoke of the impact of therapy on their interpersonal relationships and 
how this impacted upon their day to day interactions with people, friends and family; 
Helen felt like she was now “understanding other people better”. Many participants 
spoke of being able to have confidence in their opinions and beliefs and be able to 
express these to others, as Sarah stated “…if I feel it, I should have a right to say it, even 
if it’s right or wrong”. 
“The interpersonal stuff, I think, that’s made life easier, um [pause] I find 
myself- I find that I can disagree with some people sometimes, we aren’t getting 
frustrated, angry or upset if they’re not happy at what I said or, um, yeah- that’s 
helped most I think.” (Sarah) 
The impact of how participants were with others varied; for some it meant distancing 
themselves from people who were not having a positive impact on their life: 
“Um, uh, I don’t spend a lot of time with my mum in a one-to-one situation and 
one of the things that created –another benefit in a way- was to give myself some 
time away from my mum [pause] healthy space it was. And that’s proved really 
a good strategy.” (Jessica) 
 
 “I just change friends, those who are pulling me down, making me feel sad- I 
just change to new ones who have positive vibrations.” (Jamila) 
 For others it was recognising that it is ok to seek support from others: 
“I’ve got a few people now that whereas before if I had had an argument with 
my husband. I wouldn’t have ever wanted to say anything to anybody. Because I 
wouldn’t have wanted them to think I was struggling. But I also wouldn’t want 
them to think anything negative of my husband. So whereas now I just think if 
people don’t want people to think they are arse holes then they shouldn’t be arse 
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holes should they? (laughs) so you know whatever. So I have got some friends 
that I really trust and I will say to them this has happened. I’m not sure why I 
am upset but would you be upset?” (Joanne) 
 
Some participants noticed how the changes they had made within themselves impacted 
upon others and enhanced their relationships: 
“Yeah, to do things that I want to do and go shopping with my daughter. Yeah, 
I’m finding I’m managing to see my son and my daughter more now because I 
like myself better. I know it sounds bad, but sometimes I think they must have felt 
bad because ‘I don’t want to go to mum, she’s not-‘, I probably must have made 
them feel bad.” (Helen)  
“I stood up to my mum [slight pause] my real mum; I stood up to my dad and I 
told them what I thought. Me and dad are getting on fantastic now, because I 
stood up to him, because in the gypsy way the son stands up to the father.” 
(David) 
“Yeah, I’ve got a better relationship with my mum and dad now, because my 
dad used to get cross with me.” (Sarah) 
Subtheme 1b: Understanding and changing interpersonal relationships 
 Impact on others 
The impact on others was reflected upon as participants spoke of the impact the changes 
they had made, and were continuing to make in their interpersonal relationships, were 
having on the way others were interacting with them. Sarah noted that she was getting 
“a bit more respect of people” as she had been able to become more assertive and she 
was also being asked if she wanted to socialise with others; “they’ll ask me to do things 
with them and they’ll ring me up and ask if I want to come out for a coffee.” 
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For some, it meant the ending of unhelpful relationships: 
“I just change to new ones who have positive vibrations-who doesn’t talk about 
days; who doesn’t talk about going to Hell; who doesn’t tell me I’m a sinner; 
who doesn’t judge me, just takes me as who I am and enjoys life.” (Jamila) 
 
David stated he “got rid of everybody what were making my life crap”. Jessica noted 
how the changes she had made were “bringing around issues for others” as she had 
removed herself from relationships that were making her unhappy and was no longer a 
“part of their usual structure of negativity” that other people were feeling the 
consequences of what she usually endured, which had led her to suggest other members 
of her family “might look at some sort of help”. 
Subtheme 1c: Responsibility 
All participants spoke of responsibility in two ways; the responsibility to oneself, linked 
to valuing and looking after themselves, as well as reducing their sense of responsibility 
for others and situations; stopping putting others first. Putting themselves first referred 
to not being so hard on themselves and feeling that they deserved more from themselves 
(in terms of self-compassion), more from other people (respect) and more from their life 
in general (goals/what they wanted to achieve). This galvanised people to make changes 
and prioritise their needs, which improved their mental wellbeing but also had an 
impact on the way they were treated by others, mainly improved relationships where 
they felt they now gained more respect from others. Participants were able to notice 
unhelpful patterns in relationships and interactions, such as prioritising the happiness of 
others at the expense of their own and the impact this had. Changing this focus to 
concentrate on their own happiness led to changes in interactions, which led to 
participants feeling they had more authentic relationships and an increased sense of self-
worth.  
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Subtheme 1c: Responsibility 
 To value myself 
Sarah spoke of realising “I’ve got to do this for myself” and making sure “I don’t slip 
back into letting people walk all over me again” as she described, she deserved to put 
herself first.  
David had previously put others’ needs before his own: 
 
“Like everybody is underneath me, it’s a pyramid: You’ve got all your crap, 
you’ve got everybody who needs your help and then you’ve got you at the top, 
and I were at the bottom trying to help everybody else” 
 
 Although he still cared for others, he has been able to find some time for himself and 
do the things he wanted to do, such as going to College, the results of which are pride in 
himself and recognising “I haven’t done it for anyone else, I’ve done it for me and 
that’s why I’m proud of it.” 
 
In order to be able to make changes and value themselves, participants spoke of not 
being as hard on themselves “a massive thing I learned was to stop beating myself up” 
(Emily). Removing the constant consideration of others allowed participants to listen to 
themselves, acknowledge their feelings: 
 
“What about my feelings? You must also think about yourself, you must first of all 
love yourself. You can’t expect others to like you, to love you, if you can’t love 
yourself. So you must make sure that the first priority is you.” (Jamila) 
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Which led people to realise they didn’t deserve the way they were being treated “...now 
I think looking back: “Well, I didn’t deserve it” (Olivia). It was recognised that this can 
be difficult at times. Joanne spoke of using techniques she learnt from therapy in order 
to help her manage this as well as gaining the support of others:  
 
“Erm I think I still use the searching for evidence thing quite a lot. When I find 
myself thinking oh I’m not I’m not coping or I’m being useless or whatever. Erm I 
start thinking right look back over the last five days and what have you done that 
says that that’s not true. And erm doing it that way. Erm and the kind of noticing my 
moods as well and actually saying when… say it when I am struggling. Rather than 
just expecting everyone to know and to treat me gently. Because I’m struggling 
actually saying I’m struggling you need to be gentle with me.” (Joanne) 
 
Subtheme 1c: Responsibility 
 To stop putting others first and taking on too much responsibility 
Seven out of the eight participants spoke of always putting other people’s needs before 
their own, placing other people’s happiness first and the consequences this had on them. 
Joanne identified that it was useful for her to decide who was important in her life and 
be there for those people “rather than, erm trying to be there for everybody.” 
Participants spoke of how they had made changes to prioritise themselves: 
“I’ve always been the first person to put others first and the last person to put 
myself first.” (Helen) 
 “I were more looking after my Nana, Michael, my sister, um, even looking after 
people what wasn’t anything to do with the family. If friends needed me, I 
dropped everything and I was there. And even though I was doing that and my 
plate were getting full, I wasn’t thinking of the number one, and that’s me.” 
(David) 
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Though it was acknowledged that this could be difficult, there was a sense of purpose as 
to why they had to make the changes: 
“I’m still finding it hard but I know I need to do it and why I need to do it, you 
know what I mean?” (Sarah) 
Participants also described an overvalued sense of responsibility prior to therapy. For 
David this was to other people; he described the shift in his relationship: 
 “I’m going out and I’ve got my college work with me and I say to Michael now: 
“I’ll see you when I get home.” I’m not wrapping him up in cotton wool now, 
I’m just saying: “Look, if you need me, text me and when I’m on a break I’ll ring 
you.” But I know it’s something I’ve got to do for myself, not for everyone else 
like I was doing before.” (David) 
Emily described being given responsibility for the changes she made in therapy “the 
onus being on me” and this was crucial for her in being able to manage the 
responsibility she felt in relation to her difficulties as well as other areas of her life: 
“I think one of the things that he said that was so useful for me because the issue 
with the OCD is taking responsibility and taking too much responsibility for 
stuff, like: ‘If this house burns down it’s my fault’…. Um, but now it’s helped not 
just with the OCD but obviously all the underlying issues that caused that, um, 
[pause] like the responsibility and the amount of responsibility I’d taken on in 
life.” (Emily) 
Subtheme 1d: Practical strategies 
Participants spoke of a variety of practical strategies they had learnt from therapy that 
they implemented on a day to day basis to manage their mental health. The strategies 
grouped into three categories; cognitive techniques, relaxation and mindfulness and 
keeping busy - having a routine: 
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 Cognitive techniques 
Participants discussed using a range of techniques. Jessica frequently used a diary to 
enable her to reflect on the day’s events, searching for evidence to create a balanced 
perspective of her experiences: 
“What I’m trying to do now is be more reflective of all situations so I can 
recognise that there’s really good stuff goes on, and try and recognise these 
things so when I do read back it’s not all negative. And try and- I’m not 
naturally a negative person I don’t think, but the negative is what comes up 
most-And I tend to discover I’ve missed the positive. So, not only keeping the 
diary but having the time when I do write things down and I do reflect on the 
day, I’m trying to be fair and really encapsulate the things that go on as well.” 
(Jessica) 
Joanne also used this technique, but rather than writing her thoughts down, completed 
this internally. Participants spoke of feeling able to use the techniques they had learnt from 
therapy on a day to day basis, as Jamila reflected “if I’ve got problems in my life, I know how to 
solve the problem.” Emily also described how she would “do my own test and exposure”, when 
she notices her OCD behaviours reappearing and how motivated she was to do this “I remember 
how I was and how much better I am now and I’m not going to slip back.” 
Olivia described positive self-talk, being able to “talk to yourself and calm yourself, reassure 
yourself in a way.” Whereas Jessica referred to the ‘poison parrot’, an externalised internal 
critical voice, as a useful strategy and “way of looking at things” that helped her get some 
perspective on difficult situations. Through objectifying her internal voice, Jessica was able to 
see how unhelpful and critical she was in relating to herself and worked on an improved, more 
compassionate way of understanding and relating to herself. 
Subtheme 1d: Practical strategies 
 Relaxation and mindfulness 
Sarah described the things that “makes you calm and helps” which included “doing 
creative things like mindfulness and colouring” as well as reading, listening to music 
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and meditation. She summarised how important it was “just doing things that make you 
happy” which could also be thought of in terms of behavioural activation, doing things 
that give a sense of enjoyment or satisfaction.  For Jamila that was watching her 
favourite television programmes or reading a book which she stated “..that means that 
my mind will maybe be off that thing that has made me sad.” 
Mindfulness was also helpful for David and Emily. David talked of the benefits of 
mindfulness preventing him from getting angry and for Emily, preventing her from 
ruminating on worries: 
“One thing I managed to do last weekend was actually practice my mindfulness 
properly and I actually managed for the whole weekend not to talk about it at all.” 
(Emily) 
Helen spoke of keeping in mind what the therapist had said and giving herself 
permission to relax and take some time for herself: 
“I always think: “[therapist] said this, when I’m like this”- I always think about 
that, but it’s good because I always relate to her and what she used to say to me and 
she used to say: “Run a bath, do you like to have soak?” 
Subtheme 1d: Practical strategies 
 Keeping busy-Routine 
As well as finding time for relaxation, participants found that keeping busy and having 
some routine or structure in their day was helpful in managing their mental health: 
“I’ll get myself cleaning, or I’ll do some colouring or painting or do some 
studying on online courses, I tend to keep my sen busy…I go out for a walk with 
the dog [laughs], yeah. Get up and get ready, then take the dog out. Um, and 
then I walk for about an hour and then I come back and have my breakfast. Yeah, 
that’s something I would have never done before.” (Sarah) 
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“Yeah, I’ve got a completely different routine. Um, and I find that if I stick to 
that, I’m alright, I can manage. That’s, that something I would attribute to DBT.” 
(Sarah) 
Jamila reported that keeping busy prevents negative thoughts from occurring: 
“So, my day must be occupied with something-because if I’m idle I start 
becoming sad, I think I’m a failure, just because the brain is idle and it’s not 
going to get you know sounds, like “You are an idiot- you are stupid, you are a 
failure if you never do anything.” So, I make myself very busy until ten o’clock 
in the night and then go to bed.” 
Olivia discussed that having a plan for the day makes her feel prepared and reduces the 
likelihood of anxious feelings. However, she was also able to recognise that her plans 
didn’t always work but she was able to tolerate that: 
“It’s focus, a lot of planning I think- um, just plan my day basically-because I 
find if things go wrong at what I’m planning it feels so rushed and I suffer with 
anxiety, you see, so that builds up and it starts everything just seems to go 
wrong…Now, keeping mesen [myself] busy so I can plan my things and I know 
what I’m doing and that gives me plenty of time to do everything. So, it al- it’s 
doesn’t always work, that is life.” (Olivia) 
Theme 2: Life changing 
Seven out of eight participants stated how therapy had changed their life, for some, to 
the extent that they felt had they not had therapy they wouldn’t be alive: 
 “Yeah, it’s helped me a lot, it’s changed my life.” (Sarah) 
 “That if I hadn’t have done it, I’ll tell you now I wouldn’t be here. I’d have 
killed myself- there’s no doubt about it. But now [slight pause] I am so grateful, 
that’s the only way I can put it.” (Helen) 
“If it wasn’t for [therapist] and for (NHS base), I know I’d be buried now, I’d be 
six feet under, I know that for a fact.” (David) 
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Participants spoke of the profound and “revolutionary” (Jessica) changes they felt 
within themselves due to attending therapy and also highlighted the commitment they 
had to the sessions: 
“If it wasn’t for (NHS base) and I will always praise these- that if I wasn’t 
shown how to cope with it, and to show when I know I need help, I definitely 
wouldn’t be sat here talking. It has, it’s changed me and who I am.” (David) 
“and back then when I was following it to the letter I was not allowing myself to 
touch the tap at all and go along with my daily thing, maybe touching my face or 
whatever [pause] I just felt so free. Um, it’s that feeling –that amazing feeling- 
that comes into my head and I just walk away from it.” (Emily) 
 “So, that over time has been a challenge but I know it’s different for everybody 
but I absolutely treasure those session because I couldn’t get a handle on it 
otherwise. So, I didn’t miss any sessions.” (Jessica) 
Olivia described the impact of therapy meaning that she was now no longer taking anti-
depressant medication and that the sessions had given her “more motivation in life”. 
She also spoke of her appreciation of the therapist she saw, as did Jamila, and she 
described how the sessions removed “all the fear” she had felt which impacted on her 
ability to function. 
Theme 3: Things that helped therapy be successful 
 Subtheme 3a: Relationship with the therapist 
Six participants discussed the impact the relationship with their therapist had on therapy 
being successful. There was a striking difference between the descriptions of the 
relationship with the therapists. For some participants, a very tentative approach was 
required and when this was not apparent at the beginning of therapy, there was a rupture 
in the relationship: 
“She was very good then, yeah. She seemed to realise then that she was a bit, uh, 
‘surly’, as I put it and I’m sure she doesn’t mean to be, it’s just the way she speaks 
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[does little ‘bossy’ impression] and I’m like: “Oh my God..”. You know I’m 
sensitive so it did upset but we got on after three weeks- she extended it for that 
reason, because we didn’t start off very well.” (Helen) 
 However, for others, it was important to be given a sense of responsibility and take 
ownership for the changes they made which improved their confidence within 
themselves to be able to implement the changes after therapy had ended: 
“Yeah for me it felt like- it’s the way I take things, may not be the case- but I 
took it as: “If you don’t read this book,” um, “I won’t be carrying on the 
sessions for you.” Probably it wasn’t necessarily said like that but that’s how I 
took it.  And it’s kind of credit to him as a teacher, in a way, that I’m able to 
carry this on and in a way, why could it work with him and not on my own, if 
that makes sense?” (Emily) 
Emily also described how much respect she had for the therapist and how the belief he 
had in her, gave her belief in her own life. Olivia described how the therapist she saw 
“actually listened - and I felt that she really understood” and worked in a “low-key but 
authoritative way” which supported Olivia in being able to make changes. It appeared 
that therapists adapted to the needs of the client and Joanne discussed being given “lots 
of choices” about the approach to take. This proved to be helpful for Joanne as she 
described herself as being “terrified” of opening up her past experiences, however, with 
the therapist they decided she “needed to work on how I deal with it now” which “was 
really important.” Joanne also noted that had the trust in their relationship not been 
built, she “would never have mentioned that stuff.” 
Theme 3: Things that helped therapy be successful 
 Subtheme 3b:Commitment to change 
Six participants discussed how committed they were to making changes, Sarah reported 
how she “really wanted it to work”, didn’t miss a session in the twelve months she had 
support and always “did the homework”.  
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“I just thought, for the DBT you really have to be up for it. You really want to 
have to tackle everything and change, because it you haven’t got that, I mean I 
don’t think it’s worth- when the two sort of like, didn’t turn up for sessions and 
stuff like that, if you miss more than two then you’ve just had it.” (Sarah) 
Jessica reported never missing any of the sessions, and Emily also described her 
dedication to therapy despite how difficult it was: 
“I just did everything, did every homework and followed it to the ‘T’ even 
though it was really difficult, it was the last resort for me and I did it because 
after that it was just so successful.” (Emily) 
Helen expressed her need for support “I needed help, I knew that “and Jamila 
highlighted how she wanted to change “So I want to be feeling better, not sad, I don’t 
want that.” Jessica spoke of the discipline required to persevere with therapy and how it 
requires effort in order to make changes: 
“I think just the discipline of [slight pause] and the thing about having time to 
think about it in the sessions and then obviously going away and thinking about 
things that had happened, using the stuff I’d learned on those things or putting 
those stuff into things I’ve learned has been really [pause]- but it is discipline. I 
think you do have to, um, consciously to it.” (Jessica) 
Theme 3: Things that helped therapy be successful 
 Subtheme 3c: Structure and focus of therapy 
Six participants spoke of the approach of the therapy they received and how it was 
useful for them in supporting them to make a change. For some it was useful to be able 
to talk in detail about their experiences: 
“I think because of the intensity of it and it gets down to the ‘nitty- gritty’ of it, 
shows you new ways of managing your emotions.” (Sarah) 
 Yet for others it was the structure and theoretical understanding which supported them: 
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“Think -like with the CBT- I respond very well to structured, like: “This is the 
plan this is what you’re working towards, this is how to do it,” type things.” 
(Emily) 
“I do, because everything that- when [therapist] did [slight pause], um, some 
elements of theory with me, um, which naturally I accept that I’m really a bit of 
a theorist.” (Jessica) 
Sarah reported group sessions to be helpful as they “recapped on things all the time”. 
Sarah attended two groups in the service and acknowledged how important it was for 
her to attend a second time. Sarah felt in attending the first group she was unable to take 
information in as she was consumed by feelings of fear of being in a group and with 
other members. However, she stated that after attending the second group “it were just 
everything seemed to go in”, which then allowed her the opportunity to take part in the 
sessions and implement the skills and strategies she had learnt outside of session as well.  
This also highlights the importance for Sarah of having further opportunity to engage in 
therapy and her commitment to take part in a second group; without this the continued 
benefit of therapy may not have proved to be as successful. 
For Emily, being given the responsibility of being able to make changes for herself and 
recognise she had the ability to do this was vital in her managing her mental health:  
“One thing the doctor always taught me, which was great, was that it was never 
about him, it was about me becoming my own coach and becoming my own 
teacher.” (Emily) 
Theme 4: Things outside of therapy that are helping me now 
 
The subthemes derived from this category do not appear to be clearly related to the 
therapy participants received, however there does seem to be some overlap. It is 
difficult to decipher if receiving therapy led to the enablement of things outside of 
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therapy that supported changes made whilst in therapy and continued to maintain 
mental health and wellbeing. 
 Subtheme 4a: Routine 
Seven participants spoke of how a routine prevents them from ruminating on negative 
thoughts and provides them with a supportive structure to manage the day:  
“Because I think if I don’t get up in a morning and, you know, brush my hair 
and get showered or whatever, you know, get mysen sorted out, then I’m no 
good for the rest of the day, and maybe that’s just the personal thing for me, I 
don’t know, but that helps me to cope. Yeah, rather than before I used to sit and 
do nothing and that’s when you’ve got nothing else, you’ve got time and you’re 
thinking constantly about everything. Well, now I try to keep myself busy and 
with that.” (Olivia) 
As Jamila also reflected: 
 “if I think negative, the whole day is negative, so I realise that every day I must 
open the fridge, make a cup of tea, eat porridge, do something like go to the 
corner shop to buy a newspaper.” 
Sarah discussed the importance of taking her medication as it was prescribed, was 
helpful to incorporate into her routine. David highlighted how having a routine and 
“managing day-by-day” provided him with the motivation to get out of bed in a 
morning. 
Jessica mentioned the importance of planning things outside of work as she stated “I 
just used to waste my weekends sat around trying to do work and watching telly and 
stuff”. Now, she makes plans in advance to do things that she enjoys and emphasised 
that “whatever happens I stick to that”. As well as planning activities into a routine, 
Joanne noted the importance of planning in time where she didn’t have any tasks to do, 
although acknowledged the difficulty in trying to do this “I try and make sure I have 
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half an hour to myself every day. Erm which is sometimes much more impossible than it 
sounds.” 
Theme 4: Things outside of therapy that are helping me now 
 Subtheme 4b: Relationships 
Six participants discussed the importance of relationships in helping them to manage 
their mental health; this was discussed in relation to friends and family members as well 
as support groups: 
“I started going to the foundation and there’s a group there I go to. I don’t 
really need it to be honest; I just like to go [laughs]. Because it’s only four or 
five of us and it’s just talking about what’s happening at the moment…we help 
each other out, we have ideas about how to deal with stuff. So I like going there.” 
(Sarah) 
David discussed the personal strength and support his relationships provided him with 
and how with encouragement from his partner, he was able to have more self-belief:  
“I’d be weak, I’d give in but because I’ve still got that unit (family) behind me I 
know I’m still weak-ish but I know I’ve still got that strength behind me….I’ve 
still got my strength with Michael saying: “You can do this.” And he knows 
when I’m having a panic attack because he says I shake, but because I’ve done 
it that long, I don’t notice when I shake. And Michael will just put his hand on 
mine and say: “You can do this.” I just feel like I can more- I just relax then.” 
(David) 
In order to gain support from others, Olivia discussed the difficult step she took in 
opening up to people about her difficulties. Prior to having therapy, Olivia had not 
shared her experiences with others and found it was “such a relief like from when I told 
my mam”. Attending therapy gave her “the confidence to speak to other people” and 
relieved the shame she had felt “instead of it being my dirty little secret”. 
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Theme 4: Things outside of therapy that are helping me now 
 Subtheme 4c: Healthy living 
Six participants made reference to healthy living which included reducing alcohol 
intake, exercising, spirituality and eating healthily and the positive impact this had upon 
their mental health: 
“Well, I eat healthily. That is because I wasn’t eating, I went quite thin, um, I 
went down to about ten stone and I’m about five foot seven, so that were quite 
slim. Um, I try not to drink so much because I think that affects my mental 
health.” (Helen) 
“I’ve actually brought a food journal back in and also regular exercise, that 
definitely helps, definitely helps.” (Emily) 
“My drinking has gone from a drunkard, to someone who drink casual. Also 
inside and also my mood. My mood swings with the drinking was really, after a 
night out I would be so sad and the next day, just very low.” (Jamila) 
Jamila also reported how the use of anti-depressant medication had helped her to cope. 
Helen noted that some of the lifestyle changes may seem to be common sense, however 
“when you have a break down it’s like you can’t look after yourself”, therefore 
discussing these factors are helpful: 
“I think my friend has shown me some meditation and as I say I’ve done some at 
the centre over the road and [slight pause] - so that idea of allowing thoughts to 
come in and not worrying about them, just letting them go, the same as with the 
cycle: you can’t stop your triggers; you can’t watch your every move, being 
aware of that and not worrying about it, just letting it go.” (Emily) 
Joanne highlighted the realities of being a busy Mum of three children whilst 
completing a degree. She manages to incorporate a healthy living approach and exercise 
into her routine by doing “YouTube yoga” rather than attending a class, which she 
struggles to find time for. Joanne also found that finding a way of incorporating 
something she enjoyed doing into her routine was helpful: 
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 “..so now I listen to audio books in the car. And I find that really, really good 
because it focuses me on listening to the book. I still can focus enough on 
driving but I’m not, my minds not wandering away while I’m listening to the 
book. Cause I always get upset that I don’t have time to read. It means that I’m 
still getting that reading time cause I’m generally driving for two, three hours a 
day so I can get through quite a few books in that time. So I find that really 
good.” (Joanne) 
Theme 4: Things outside of therapy that are helping me now 
 Subtheme 4d: Employment/Education 
For some participants, working or being in education helped them to manage their 
mental health. Helen also advocated the role of a job for people who have mental health 
difficulties and likened it to therapy itself: 
“I think you have to work, even if you can’t work full time. So what I like to do is 
work: A) because I have pocket money, and I also like to work for mental health 
because I think it helps take my mind off my problems, when I’m helping 
somebody else.” (Helen) 
“My reading has come on, my writing has come on, um, and I didn’t think I’d be 
able to do it and now I’m on a course to get a qualification in caring, and that’s 
one job I really wanted to do ‘cause I’ve lost jobs because of dyslexia; through 
my bi-polar; through my depression.” (David) 
 For others it was recognising that they would like to go back into employment but they 
weren’t quite ready, which lessened the pressure they placed on themselves: 
“I’m determined I don’t want to go back until I know that I can um [pause] cope 
better. Uh, because I want to be physically well enough as well as mentally well 
enough.” (Sarah) 
Theme 5: How therapy could be improved 
Participants broadly spoke of having some follow up to therapy sessions, offering a 
refresher of skills and strategies. It was suggested that this would be useful in helping 
them maintain their mental health; Helen stated “it would be like a lifeline.” 
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“Because I felt like it was a bit sort of stop and they dropped you [pause] yeah, 
because I did feel panicky and I’ve got all these skills, but what if I can’t use 
them someday, because you do. But I have been alright. Yeah, sometimes maybe 
even just a telephone conversation with one of the DBT, just to say ‘you’re 
alright, you’re doing fine and you can do this’. You know, yeah, that would have 
been helpful, I think.” (Sarah) 
Olivia and Joanne also spoke of some sort of follow up, however, also mentioned 
getting feedback from the particular therapist they saw for individual sessions; 
“I mean, I wouldn’t mind, you know, if they wanted to get in contact with me and 
just see how I were coping and that. I wouldn’t mind that at all and I would attend. 
Um, and maybe pick up some more strategies, tips or from them I’d probably like to 
know- from (therapist’s) point of view of how she thinks I’ve changed.” (Olivia) 
Jessica noted that after being discharged and not being able to access services or support 
is a “very un- empowering feeling” and had given a lot of thought into how there could 
be follow up from the service, potentially offering group sessions to go over strategies 
and skills:  
“You do have to- could do really with not really refresher things but sessions to-just 
the odd session every week- to, um, ‘give your mental system a boost’,  if you like. 
To invigorate those things, ‘cos they’re there and they’re skills that really [pause] 
they are there but they need to be and could be used more effectively if they’re 
practised more and the length of time you got from your sessions, it’s harder just to 
tap back into it. Yeah, it’s something I’ve long thought about and I don’t know how 
easy it would actually be to do, but I do think that would be something that kept 
people from perhaps away coming back for longer term thing. If you had like 
‘wellness’ session -[slight laugh] I don’t know quite what you’d call it- but it’s sort 
of mental wellbeing, um- I don’t know, not necessarily catch up with-I don’t know 
how it would be done if you were seeing someone else but to sort of use and revisit 
those skills would be really useful.” (Jessica) 
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Although the majority of participants stated follow up appointments would be positive, 
Emily mentioned the caution she would have if any appointments would be in a group 
setting and the pressure she might face in feeling she had to support other people; 
“I think that could be something possibly in the future if I was having problems 
again but I do- I suppose I am a bit reticent about it, in terms of if I was accepted to 
go and try and help other people, I don’t know if- I don’t know, I’d have to think 
about that.” (Emily) 
Joanne also highlighted a potential reluctance to attend follow up appointments as she 
discussed her lack of attendance at her last two appointments due to her improved 
mental wellbeing, which led her to feel that she couldn’t prioritise attending the sessions 
any longer.  
Summary 
Common understandings of how participants manage their mental health after being 
discharged from therapy were found irrespective of the varying gender, age and 
presenting problems of participants, type of therapy they received and therapist they 
saw. Participants’ spoke of the factors that helped therapy to be successful, such as the 
relationship with the therapist and their commitment to change, and themes of what they 
took from therapy that are still helpful after discharge in managing their mental health. 
Acceptance of their mental health and experiences were important as this allowed 
participants’ to let go of the blame they felt towards themselves or the anger they held 
towards others, which aided them in moving on and functioning more ably in their daily 
life. An understanding and change in interpersonal relationships linked with 
participants’ valuing themselves and minimised prioritising others’ needs before their 
own which led to increased self respect and confidence. The impact of making these 
changes was described as ‘life changing’, highlighting the significance of the changes 
that occurred and which are continuing to do so. Factors outside of therapy are also 
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important in maintaining mental health, such as developing a routine and leading a 
healthy lifestyle. Finally, areas of improvement in therapy were discussed, in particular 
in relation to follow up appointments as a means of empowering clients to self manage 
their mental health by offering the chance to refresh strategies and techniques that have 
been helpful. 
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CHAPTER FOUR: DISCUSSION 
The results will be summarised and discussed in relation to the existing literature. The 
implications for clinical practice will be considered, as well as strengths and limitations 
of the study. Finally, areas of future research will be discussed, followed by overall 
conclusions. 
Revisiting research aims 
The aim of the current study was to explore how clients recently discharged from 
psychological therapy manage their mental health. Semi structured interviews were 
completed with eight participants who had been discharged from adult psychological 
therapy services within the past three-six months after completing a minimum of six 
sessions. The data were then analysed using thematic analysis.  
Summary of findings 
Results from the qualitative analysis produced five overall themes; ‘how therapy is 
helping me now’, ‘life changing’, ‘things that helped therapy to be successful’, ‘things 
outside therapy that are helping me now’ and ‘how therapy could be improved’. Two of 
the themes, ‘how therapy is helping me now’ and ‘things outside therapy that are 
helping me now’ were in direct response to the topic guide questions, however, the 
other three themes were generated independent of the interview questions. Themes and 
subthemes will now be discussed in relation to the literature. 
Overview of themes 
In aiming to discover how people manage their mental health on a day to day basis after 
they had been discharged from therapy, eight participants were interviewed. Common 
themes in the management of mental health after discharge were found despite 
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participants being included who were both men and women, were of different ages, had 
a variety of presenting difficulties and had undergone different types of therapy with 
different therapists. Generally, how participants managed their mental health after 
discharge was similar, though certain aspects of self-management could be identified as 
being linked to a particular therapy, particularly in ‘practical strategies’. An example of 
this was completing thought diaries, searching for evidence and completing exposure 
tasks which came from a CBT approach. However, this was not the sole indicator of 
being able to manage mental health problems, as a combination of elements were 
discussed by all participants. 
 
The research found similar findings to Carey et al (2007) as discussed earlier, who 
investigated what psychological change is and how it occurs; which was also conducted 
with a sample of people who were included despite having different types of therapy, 
varying diagnoses and seeing different therapists. It appears that some of the aspects of 
therapy that enabled change to occur whilst in therapy by Carey et al (2007) were 
described as being helpful after therapy in the present study. Themes that highlighted 
how change occurs were also discussed by participants in the present study, which 
included motivation and readiness, perceived aspects of the self, tools and strategies and 
interaction with the therapist.  
 
How people benefit from psychological therapy in the long term and how they are able 
to maintain their mental health on a day to day basis, are again due to features which are 
trans-theoretical/diagnostic. Although factors could be identified as being specific to a 
certain type of model, for example; ‘acceptance’ of one’s self and ‘commitment to 
change’ (ACT), improving ‘interpersonal relationships’ (Interpersonal 
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psychotherapy/CAT) and being able to change maladaptive thoughts (CBT); these 
elements were discussed across therapies. This indicates that therapists used an 
integrative approach and a combination of these ingredients were found to be useful by 
participants in helping them to self-manage their mental health once discharged from 
therapy, rather than a single approach. The individual themes will now be discussed. 
Theme 1: How therapy is helping me now   
Participants discussed the varying ways in which therapy was helping them on a day to 
day basis to manage their mental health and could be understood through the four 
subthemes of ‘acceptance’, ‘understanding and changing interpersonal relationships’, 
‘responsibility’ and ‘practical strategies’.  
Acceptance 
Participants’ views of acceptance were further broken down into four categories; ‘Of 
previous experiences’, ‘Of myself and my mental health’, ‘Of my current situation’ and 
‘Of continued effort and distress in life’. It appeared that for participants to make 
changes and move forward with their life, an acceptance of the past was helpful in 
facilitating this as it proved to relieve the pressure and blame that participants placed 
upon themselves for what they had been through. This is in keeping with the principles 
of Acceptance and Commitment Therapy (Harris, 2009), which emphasises accepting 
what is out of your personal control and teaches psychological skills to support 
individuals in dealing with painful thoughts and emotions and to reduce the influence 
and impact they have. No participants’ explicitly mentioned having this type of therapy, 
however, it seems that these principles transcended a range of therapies and proved to 
be beneficial. There was also an acceptance and awareness that there would be 
difficulties in the future and that distress in life was something everybody faced and 
could not be avoided. This helped participants feel more prepared and equipped to deal 
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with difficult situations and acknowledge that they would have to continue to face these 
situations in the future. This reflects the impact of ‘helpful events’ whilst in 
psychotherapy as found by Timulak (2007). These helpful events as described by 
clients’ whilst in therapy, such as exploring feelings, the continued effect of awareness 
and self-understanding leading to feelings of empowerment and finding solutions to 
problems after therapy had ended were found to be prevalent factors for participants in 
the current study, once therapy had been ended. They were also factors that were 
continuing to be utilised on a daily basis and supporting the management of mental 
health, demonstrating the longer term impact of such events. Increasing self-acceptance 
and reducing self-criticism were also concepts found by Lillevoll et al (2013); Barry and 
Hayward (2011) and Clarke et al (2004) to be helpful whilst in therapy. This was the 
case for individuals with a diagnosis of depression and psychosis receiving CBT; 
delivered on a one to one basis, as well as guided internet-based treatment. It appears 
this acceptance is a recurring theme and something that the present participants 
continued to utilise after therapy had ended. The acceptance of themselves and their 
mental health in their lives, allowed participants’ to acknowledge that they are able to 
live a rewarding life alongside any difficulties they may have, which supports 
Anthony’s (1993) definition of recovery as a way of living a fulfilling life despite 
limitations caused by mental health difficulties. It also supports the previously discussed 
findings of Todd et al (2012), who explored the understandings of recovery and self-
management amongst service users with bipolar disorder. That research found recovery 
was conceptualised as not being about being symptom free, but rather of taking 
responsibility for your own wellness, which links to the current findings of an 
acceptance of mental health, distress in life and continued effort to maintain mental 
health. 
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Understanding and changing interpersonal relationships 
This subtheme was further divided into two categories ‘How I am with others’ and 
‘Impact upon others’. The change in the way participants’ interacted with others after 
being discharged from therapy was discussed throughout the interviews. For some, this 
meant distancing themselves from people who were not having a positive impact on 
their life, and for others it was about seeking support and being able to rely on someone 
apart from themselves. Lakey and Orehek (2011) discuss the link between perceived 
social support and the positive impact it has upon mental health. Social support is said 
to protect people from the negative effects of stress, also known as stress buffering. 
Research has demonstrated the link between life stress and poor mental health to be 
stronger for people who have low levels of social support compared to those who have 
high levels of social support. It has also been found to reduce medical morbidity and 
mortality as well as helping to protect against developing trauma-related difficulties and 
decreasing the functional consequences of trauma-induced diagnoses, such as 
posttraumatic stress disorder (Southwick, Vythilingam, & Charney, 2005).  
 
Therapy offered participants the opportunity to reflect on their experiences with others 
and how they felt in their interactions with them. The majority of participants tested out 
making changes in these interactions whilst in therapy; however, it was something that 
was still ongoing since being discharged. Interpersonal relationships are discussed from 
the perspective of cognitive analytic therapy, whereby early interpersonal relationships 
are seen as being fundamental to the development of the self and the patterns of roles in 
relationships (Ryle & Kerr, 2002). Gaining an awareness of these roles and their 
functionality allows for the development of strategies to change how you relate to 
yourself as well as others, and with this, improve mental wellbeing. The theme of 
understanding and changing interpersonal relationships also links to the theme of 
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responsibility and valuing themselves. The ability to prioritise and value themselves 
enabled participants’ to acknowledge that their feelings, needs and wants were as 
important as others. This gave them the confidence to be able to identify when 
relationships weren’t meeting their needs and to make changes to them, though it was 
something that was identified as being difficult and an ongoing process. The impact 
upon others again varied between participants. For some, this meant that they were no 
longer involved in the participants’ life or they were feeling the impact of a reduction in 
interactions and coming to term with the repercussions of this. For others, the impact 
was noted by the participants in their interactions, for example, an increase in respect 
for them and wanting to spend time with them as they were now valuing themselves 
more and not letting others hold all the power in the relationship.  
Responsibility 
A fundamental part of how participants’ manage their mental health after being 
discharged from therapy and what they felt gave them the confidence to be able to 
implement changes can be understood from this theme. It was divided further into two 
categories ‘To value myself’ and ‘To stop putting others first and taking too much 
responsibility’. An overvalued sense of responsibility and prioritisation of others needs 
before their own led to low self-esteem and a lack of confidence in participants. What 
people were implementing after being discharged from therapy was making time for 
themselves, doing things they wanted to and saying ‘no’ to others which stemmed from 
learning to value and prioritise themselves.  There is some overlap with the 
‘understanding and changing interpersonal relationships’ theme. Participants’ were able 
to understand their relationships better and make changes, moving away from unhelpful 
interpersonal relationship patterns to more helpful ones, which mirrors the 
understandings and strategies used in Cognitive Analytic Therapy (CAT). CAT (Ryle & 
Kerr, 2002) looks at patterns of relating and the effect these patterns have on 
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relationships with others and the relationships we have with ourselves. It appears that 
these elements were helpful in participants maintaining their mental health, though were 
not explicitly delivered in a cognitive analytic approach. 
Practical strategies 
A variety of strategies to manage mental health on a daily basis after discharge were 
discussed and were grouped into three categories; ‘cognitive techniques’, ‘relaxation 
and mindfulness’ and ‘keeping busy-routine’. In regards to cognitive strategies, a 
number were used including; positive self-talk, reality checking, searching for evidence 
of thoughts and beliefs and using diaries. It seemed that the majority of people had been 
taught the techniques whilst they were in therapy and had had positive experiences from 
using them, which increased their confidence in using them again once they had been 
discharged from therapy. Findings from Carey et al (2007) who identified how change 
occurred in psychotherapy across a range of modalities, highlighted six themes, one of 
which was ‘tools and strategies’. Homework, techniques and diaries were noted 
amongst others as supporting change. This was also found to be the case from the 
findings of Clarke, Rees and Hardy (2004) who explored client views of the change 
processes in cognitive therapy. The tools were said to provide clients with strategies to 
solve problems they hadn’t previously been able to. Current findings suggest they 
continue to be used after therapy has ended in the management of mental health. 
Relaxation and mindfulness also support the category of ‘tools and strategies’. 
Participants’ were able to use these techniques after being discharged in situations that 
were stressful and felt like they would help them to calm themselves and manage 
effectively. However, some participants’ spoke of them as a maintenance strategy, 
something that they practiced daily to maintain equilibrium. Keeping a routine and 
being busy were also spoke of in terms of maintenance factors. Though routine is also 
discussed in ‘things outside of therapy that are helping me now’, a distinction was made 
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by participants between what they had taken from therapy and were still incorporating 
into their life and what things they had done outside of therapy. It is difficult to 
completely disentangle the two as it may have been that through attending therapy, 
people were able to build a routine. Braun and Clark (2006) acknowledge the realities of 
qualitative data, and state that there may be tensions and inconsistencies within and 
across data items which don’t have to be smoothed out.  
Theme 2: Life changing 
The impact of therapy as described by participants was ‘life changing’, with some 
stating they did not believe they would still be alive had they not received psychological 
treatment.  Participants’ generally used this term in relation to the positive experience of 
therapy as a whole, rather than specifying particular moments in therapy. Some 
participants identified how therapy changed their life as they were now able to identify 
when they needed help. Previously participants’ had dismissed their needs as they didn’t 
value themselves enough to feel they deserved support, or they felt they should be able 
to manage and not doing so was a sign of their failure. It seems participants’ had 
reached a point where they felt they could no longer carry on living their life the way 
they were. Therapy provided them with the skills to be able to manage their mental 
health, which they previously didn’t have, which was described as accounting for 
changing who they were. Some participants referred to a new found ability to function 
in their day to day life. The fear they previously felt, which prevented them from 
engaging in life was either reduced or no longer present. Increasing motivation to 
engage in life as a whole was also discussed as well as no longer taking anti-depressant 
medication. This was seen as a life changing experience as they were no longer 
dependent on medication to manage their mental health; they felt enough change had 
occurred as a result of therapy and they were now equipped to manage their mental 
health independently. It could be that the success of change and beneficial impact 
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described from having therapy and seeing changes whilst still undergoing therapy may 
be a contributing factor to the maintenance and confidence of managing mental health 
after being discharged from therapy.  
Theme 3: Things that helped therapy to be successful 
Relationship with therapist 
Three subthemes were identified as contributing towards things that helped therapy to 
be successful: ‘relationship with therapist’, ‘commitment to change’ and ‘structure and 
focus of therapy’. The relationship with the therapist helped participants’ to open up and 
in most cases talk about experiences they previously hadn’t been able to share with 
anyone. The notion of the strength of the alliance between therapist and client and the 
impact this has upon change is well documented and was described in 1979 by Bordin. 
He reported that the effectiveness of therapy was in part, if not entirely based on the 
strength of the working alliance. The evidence on alliance is as convincing in the 
present day, with decades of research indicating the curative component the therapeutic 
relationship has on psychotherapy outcome (Lutz, Leon, Martinovich, Lyons, & Stiles, 
2007; Wampold & Brown, 2005). 
 
The type of relationship that was described as helpful by participants varied. For some, 
a gentle approach where the therapist came alongside the participant was most needed, 
whereas for others, being given a sense of responsibility and ownership for making 
changes independent of the therapist was most helpful. This reflects the findings from 
Carey et al (2007) who identified six themes that contributed towards change in 
psychotherapy, one of which was the interaction with the therapist. It was found that the 
therapist having no personal connection to the participant and not placing any 
judgement on the individual was helpful in allowing the client to be open and honest 
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about their situation. The varying styles of therapeutic relationships being identified as 
helpful were also reflected in the research of Carey et al (2007). Some participants 
stated how important it was to share the journey with someone, for others it was helpful 
for them to feel they were on their own, with the therapist offering a supportive role and 
others described wanting to be told what to do. Having a sense of responsibility for the 
outcome of psychological treatment is said to have an impact on the likelihood of 
relapse. Weinberger (2014) suggested that relapse is less likely to occur when clients 
attribute successful changes internally i.e. due to coping skills they have developed or 
their hard work during therapy. Conversely, relapse is more likely when clients attribute 
change to external outcomes, i.e. the therapist or therapeutic technique. Participants’ 
often spoke of making changes for themselves, which links in with the ‘valuing myself’ 
theme, but this could stem from empowerment that was instilled in them from the 
therapeutic relationship. This has also previously been acknowledged by participants as 
contributing towards change, where they identified that the change was attributed to 
their own hard work rather than the therapist (Carey et al, 2007). The relationship with 
the therapist has previously been discussed as facilitating the therapy process and seen 
as a helpful aspect in the individual being able to make changes (Clarke, Rees & Hardy, 
2004). Even participants who engaged in internet-based treatment described a 
relationship with the computer (Knowles et al, 2014) and the impact this had upon their 
engagement and impact upon outcome. For some a computer programme provided the 
autonomy to encourage them to make changes for themselves, whereas for others it led 
to feelings of social isolation. This demonstrates the varying impact the perceptions of 
the client has on the outcome of therapy and how treatment should be individually 
tailored to meet the varying needs to ensure the best possible outcome. The difference in 
expectations and personal preferences regarding the therapeutic relationship was 
captured in the present study. In one instance a rupture in the relationship at the 
119 
 
beginning of therapy due to the therapeutic relationship style not matching that of the 
participant’s expectations was discussed, which led to the participant not feeling 
understood. Bordin (1979) reported the likelihood of change to be a fit between the 
demands of the working alliance and a match between the personal characteristics of the 
therapist and client. Stiles, Honos-Wedd & Surko (1998) refer to the term 
‘responsiveness’ as a means of bringing about change in psychotherapy. They described 
responsiveness as a behaviour that is affected by the emerging perceptions of 
characteristics and behaviours between client and therapist and how they each respond 
to these, indicating a dynamic relationship. In this instance, it seems a lack of initial 
responsiveness led to a rupture in the relationship. Safran, Muran & Eubanks-Carter 
(2011) stated ruptures in alliance to be due to three elements; 1) Disagreements about 
the task, 2) Disagreements about the treatment goals, or 3) Strains in the client-therapist 
bond. They indicated six methods for repairing the rupture; 1) Repeating the therapeutic 
rationale, 2) Changing task or goals, 3) Clarifying misunderstandings at a surface level, 
4) Exploring relational themes associated with the rupture, 5) Linking the alliance 
rupture to common patterns within the clients’ life or 6) New relational experiences. It 
appeared that in the participant’s case, there were strains in the therapist and client bond 
and the relationship was repaired with the therapist being responsive to the needs of the 
client by making adjustments to the approach and clarifying misunderstandings at a 
surface level. The participant described attributes in the therapist which were associated 
with negative relationships she had in the past and they were discussed and modified to 
enable the relationship to progress. Therapists adapting to clients’ characteristics is 
endorsed by the Task Force (APA, 2005). The American Psychological Association 
2005 Presidential Task Force on Evidence-Based Practice (APA, 2005), produced a 
report which highlights the commitment to a full range of evidence that promotes 
psychological practice and policy. Highlighted within this report is the 
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acknowledgement of the importance of clinical expertise in identifying and 
incorporating evidenced based practice in conjunction with clinical data, i.e. integrating 
information gathered about the clients over the sessions. Therapists’ adapting sessions 
to fit with client preferences and characteristics increase the likelihood of delivering a 
service where the client is able to achieve their goals in therapy, which appears to have 
taken place from the experiences described by participants. 
 
The relationship with the therapist can be described as a common factor as a means of 
facilitating successful therapy, which participants’ state as providing the base for work 
to begin and changes to be made. Wampold (2015) states that rather than common 
factors being known as therapeutic elements related to all psychotherapies; they 
collectively shape a model about the mechanisms of change. Wampold (2015) proposes 
the contextual model as “providing alternative explanations for the benefits of 
psychotherapy to ones that emphasize specific ingredients” (page 271). The model 
begins with the alliance between therapist and client on which three pathways are built; 
1) the real relationship, 2) expectations, and 3) specific ingredients. The ‘real 
relationship’ is one that is genuine and is a fit between client and therapist. Expectations 
consist of the beliefs the client has about their difficulties, with psychotherapy offering 
an explanation that is adaptive, in that it provides means to support the client in 
overcoming or coping with the difficulties. The specific ingredients are said to be a 
treatment that the client finds acceptable as a means of managing their difficulties, 
creating expectations that the client will experience less distress. From a strong alliance, 
expectations that the treatment will be successful can be built, which encourages the 
likelihood of clients participating in ‘healthy actions’. It appears that these factors were 
present in therapy in the present study and were factors which enabled the continued 
self-management of mental health once discharged from therapy. Participants spoke of 
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internalising the therapists’ advice and of the confidence they had from making 
successful changes in therapy (‘healthy actions’) that encouraged them to continue to 
build upon these experiences outside of therapy. Therefore, no one element can be 
specifically highlighted as contributing towards the management of mental health and it 
is a combination of the individual themes that support participants in staying well. 
Commitment to change 
Attending sessions, completing homework and wanting to make a change were some of 
the factors that participants’ noted as contributing towards helping therapy to be 
successful and demonstrated a ‘commitment to change’. This was also reflected in 
previous research conducted by Lillevoll et al (2013) where helpful factors from guided 
internet-based CBT were explored. Clients described wanting to move forward and 
make changes which highlighted their motivation to seek support and invest in the 
therapy. There has been much research conducted into the area of motivation to change, 
in particular The Transtheoretical Model (TMM) (Prochaska & DiClemente, 1983; 
Prochaska, DiClemente, & Norcross, 1992). The TTM identified five stages of change 
that people progress through when seeking to make a change to their behaviour; 
precontemplation, contemplation, preparation, action and maintenance. Although the 
stages of change are not always linear, it appeared that participants’ fitted into the 
preparation and action phase whilst in therapy i.e. intending to take action and 
modifying their behaviour as opposed to having no intention to change or not yet 
making a commitment to take action. Prochaska, Norcross & DiClemente (2013) 
suggest that clients in psychotherapy in the action stage are far more likely to achieve 
quicker and better outcomes. Therefore it could be that participants’ being in these 
stages enabled them to benefit more from therapy and maintain the changes once 
discharged. Prochaska et al (2013) describe eight processes of change in psychotherapy; 
1. Consciousness raising, 2. Self re-evaluation, 3. Emotional arousal, 4. Social liberation, 
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5. Self liberation, 6. Counterconditioning, 7. Stimulus control and 8. Contingency 
management. It seems that participants’ have moved through these processes and are 
now in the eighth process of change where they are rewarding themselves and being 
rewarded by others for making changes whilst having contingency contracts in place. It 
would be interesting to have further information regarding participants’ motivation to 
change in relation to their previous experiences of therapy. One participant had 
undergone two lots of therapy from the service and although indicated she had wanted 
to make a change in her first spell of therapy, felt unable to because of her worries of 
being in a group environment. It was only through experiencing the setting and being 
able to attend a further group that she was able to put these worries aside and engage in 
the sessions and implement changes. Therefore, although the participant indicated she 
was in the preparation/action phase at the initial group, this was not enough to support 
her in making changes. This also raises interesting questions regarding the process of 
change and indicators of when change will occur and what this means for the impact of 
therapy and its longevity. Some research has indicated the effect of early response in 
psychotherapy to be indicative of better intermediate and long-term outcomes (Fennel & 
Teasdale, 1987; Renaud et al, 1998; Ilardi & Craighead, 1994; Bradford et al, 2011). 
Although the debate between the change being between specific theory techniques or 
common factors continues, in relation to demonstrating improved outcomes, this does 
not fit the example in the present study. This is important to consider if therapists use 
early response as an indicator of outcome and in considering the management of 
complex mental health problems as a chronic disease rather than something that can be 
treated in a single episode of care as discussed by Andrews (2001). 
Structure and focus of therapy 
There was discussion concerning the approach of therapy and how useful this was in 
enabling participants’ to make changes. For some this meant talking through the detail 
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of their experiences, to allow them to minimize the impact it had upon them, whereas 
for others it was being able to have a choice not to have to focus on the detail and being 
able to concentrate on the impact it was having in the present. Having structure and a 
theoretical understanding of the approach was also noted as being helpful as was 
attending a group. The structure and focus of therapy may well overlap with the 
therapist relationship as the difficulty to separate the two have previously been noted 
(Goldfried and Davila, 2005; Hill, 2005).  
Theme 4: Things outside therapy that are helping me now 
The subthemes that emerged for this theme were deemed to be separate to the skills or 
strategies learnt from therapy; however, it cannot be said with certainty that therapy 
didn’t influence these changes. There are a number of factors that help a person manage 
their mental health problems, some of which will be derived from therapy, others will 
be very separate and some will be indirectly related. It is also important to consider the 
difficulties for clients to be clear as to what the influences are and how they came to do 
the things that help them.  
Structuring the day with routine, seeking support from relationships, living a heathier 
lifestyle and gaining employment or working towards a qualification were said to be 
supporting participants’ in the management of their mental health on a daily basis. 
These support findings from Lucock et al (2007) who investigated how service users 
manage their problems in everyday life, identifying five themes: self-help strategies; 
managing and structuring the day; empowerment; engaging others to help yourself; 
physical health and well being; and spirituality. Though both the current research and 
that of Lucock et al (2007) found these strategies to be independent of therapy, it 
demonstrates how important the themes are in the maintenance of mental health outside 
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of therapy and could prove to be essential in providing the basis for things learnt from 
therapy to continue to be implemented. 
Theme 5: How therapy could be improved 
It was suggested that having follow up review sessions or a group that could offer 
refresher sessions incorporating strategies to support people post discharge would be 
helpful in preventing relapse and empowering individuals to maintain their mental 
health. Some participants’ described feeling panicky that therapy was ending and were 
uncertain of their ability to remember and implement the strategies that they were 
taught. Though these feelings can be described as being typical towards therapy ending 
(Schlesinger, 2014), a review appointment or the option of a group may empower 
individuals to continue without input. It may also provide those who are struggling with 
enough support to bolster their use of tools and strategies, preventing further distress 
and relapse or re-admission to the service. This supports the findings from Todd et al 
(2012) regarding understandings of recovery and self-management as being to build on 
existing techniques. It was found that for clients with bipolar disorder, regardless of 
where they were in their recovery journey, support with self-management was desired. 
The clients who were relatively new to self-management highlighted wanting to learn 
new strategies and techniques, however, those who had used self-management resources 
before requested an opportunity to have advice tailored to their current needs. 
Coulumbe et al (2015) developed a mental health self-management questionnaire 
(MHSQ) to establish the role of self-management in recovery and for monitoring the 
efficacy of self-management support programmes. The MHSQ resulted in being 
composed of three subscales: clinical (getting help and using resources), empowerment 
(building upon strengths and positive self-concept to gain control) and vitality (active 
and healthy lifestyle). Again, the notion of building upon strengths was found. Having 
the option to attend a review or group may increase the positive self-concept to gain 
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control either by clients deciding not to attend as they do not feel it is necessary or 
taking control by deciding to attend to refresh their understandings. 
Strengths and Limitations 
Strengths 
Contribution to the literature 
This is the first study that has qualitatively explored how clients, who felt that they 
benefitted from psychological therapy, managed their mental health once they had been 
discharged from an adult psychological therapy service. It adds to the literature 
surrounding self-management, but from the unique perspective of what the participant 
took from therapy that they are still using on a day to day basis. A strength of the 
research is the approach of the question in itself. Previous research has investigated 
whether therapy has been helpful, however, the current research establishes this and 
investigates the impact of how it is helping them and the impact of this now. The 
qualitative approach gave a voice to views which have rarely been heard and form a 
self-defined perspective. This allowed for the development of insight and understanding 
into participants’ experiences of the utilisation of therapy on a day to day basis. 
Recruitment process and sample 
Participants’ were recruited from a self-defined perspective, it was a conscious decision 
not to determine the sample from the pre-defined measures which are collected during 
therapy (the CORE-OM) and instead use the measure collected at the beginning of 
therapy to situate the sample, a quality check recommended by Elliot et al (1999). This 
allowed participants’ to self-select on the basis that they perceived they had benefitted 
from therapy, rather than selecting those who had changed on an objective measure.  
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As previously discussed, the study was based in a routine psychological therapies 
service. The strengths of this approach and of the study were conducting research in a 
‘real-world setting’, increasing its relevance to routine practice and the patients seen in 
those settings. In terms of the sample, this meant that participants’ were not excluded on 
the basis of diagnosis or treatment type and they were seen by therapists’ conducting 
their usual treatment under routine clinical/practice based conditions, which increases 
‘clinical realism and external validity’ (Barkham, Stiles, Connell, Leach, Lucock, 
Mellor-Clark, Bower, King, Shapiro, Hardy, Greenberg, & Angus, 2008). 
Quality checks 
As outlined in the ‘Method’ section, in 1996, Braun & Clark provided guidelines that 
allowed TA to be conducted in a deliberate, more rigorous way and allowed researchers 
to state their position in relation to the interpretation of results. The stance taken in 
regards to data analysis, along with ‘Researcher reflexivity’ section were discussed to 
allow for transparency to readers and to own one’s perspective. The credibility checks 
guidelines by Elliot et al (1999) were also followed which provided increased validity 
and quality of the qualitative research. 
Service user involvement 
Service users were consulted in the development of the research and with their 
feedback; changes were made to recruitment information and the process of the 
interview. This improved the accessibility of information given to participants and 
ensured the implications for taking part in the research were clear. This allowed 
participants to make an informed decision about taking part in the research. It was 
helpful to gain the insight of people who had received therapy from the service, as they 
were able to offer important reflections on the wording of documents and the interview, 
ensuring they were thoughtful and sensitive.   
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Limitations 
Recruitment process and sample 
Participants’ were selected on the basis of completing a CORE-OM at the beginning of 
therapy, in order to situate the sample. Although the service aims to complete the 
questionnaires at the beginning and end of therapy, they are not always recorded and it 
may have led to the sample being restricted.  
 
Six out of eight participants were White-British females between the ages of 27 and 59, 
which may have led to results which are less able to be generalised. The sample of 
participants were self-selecting and self-defined in terms of benefitting from therapy, 
which is likely to produce a degree of bias. The decision to participate in the study may 
reflect inherent bias or traits within participants which can impact on the 
representativeness of the sample. The participants were also recruited from one service, 
which although may be useful in detecting themes across the specific area in what 
participants found helpful, it is not able to generalise to other services. It could be that 
the therapists from the particular service work in similar ways. It would be useful to 
widen the recruitment to other APTS to determine if themes are consistent across areas, 
and with other therapists. Similarly, it would be useful to increase the number of 
participants recruited to increase the generalisability of results. 
 
Though results were posted out to all participants with a request for their feedback, only 
one participant responded. It would have been interesting to see if more participants felt 
the results and outcomes of the study reflected their experiences as well as adding to 
increase the credibility checks of the study. 
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Though not specifically answering the research aim, it may have been useful to include 
therapists’ views about their perceptions of the clients’ likelihood of maintaining their 
mental health and utilising therapy on a day to day basis. Although some participants’ 
were able to name the type of therapy they had, this was not asked of them. It may have 
been useful to know this in order to determine if different approaches were being used 
to manage mental health dependent on the type of treatment received. However, as 
previously highlighted, therapists’ rated their therapeutic modality as ‘integrative’, 
therefore, if the type of therapy was recorded, it may not have been done exclusively.  
Researcher bias 
Although steps were taken to reduce researcher bias; stating my position in regards to 
the TA conducted and completing the quality checks as set out by Elliot et al (1999); 
keeping a reflective journal, utilising supervision and stating ‘researcher reflexivity’, it 
is important to acknowledge that researcher bias can never be eliminated. I feel being a 
psychologist in clinical training afforded me strengths in the interview process, in that I 
was able to empathise with participants’ and build a rapport, as well as have an 
understanding of the mental health system and the therapy process. However, it may 
have also influenced the way I responded to participants’ and the phrasing of questions I 
asked. I was made aware of my tendency to take the clinician role when having 
supervision after the first interview I conducted. I then made a conscious effort to 
maintain the role of a researcher by adapting the language I used and reducing my 
tendency to offer interpretations of participants’ experiences.  
Quality checks  
One participant responded with feedback about taking part in the study, it would have 
been interesting to gather further feedback to gain the views of the remainder of the 
participants who took part.  
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Retrospective views 
It has to be acknowledged that participants were asked for information retrospectively, 
which cannot guarantee accuracy. Also, the information provided by participants stating 
therapy to be useful, may not necessarily be the case. The information provided by 
participants was their construction of reality and described in a way that enabled them to 
make meaning from their lives. Research into psychological debriefing found trauma 
victims to state the intervention was helpful at the time, however, only through longer 
term follow up was it in fact found to be damaging and ineffective (Mayou, Ehlers & 
Hobbs, 2000). Therefore, though there are multiple versions of ‘reality’ and the 
participants’ experiences are validated and valued, we have to be aware of the fact that 
we are all subject to bias and presuming mistaken causality.  
Clinical Implications 
Therapy 
The results of the research will be fed back to the therapists within the service to 
consider how it might inform their practice. In terms of the impact upon the delivery of 
therapy, there appears to be different phases that were reached in order to make changes 
whilst in therapy and maintain them in the management of mental health once 
discharged. The initial phase to the delivery of effective therapy was in the ‘relationship 
with the therapist’, the client demonstrating ‘commitment to change’ and the ‘structure 
and approach of therapy’ being a fit for the client. The value of such has been 
demonstrated in previous literature and is reinforced in the present study. This is crucial 
for therapists to consider as a base for all work to be effective.  
In terms of the next steps in the delivery of therapy, it is difficult to say whether the 
‘practical strategies’ that were used enabled the wider global psychological 
improvements of acceptance, interpersonal relationship and responsibility or whether it 
was coming to an understanding of these components and seeing change that 
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encouraged the use of ‘practical strategies’. What is certain is the importance of these 
global psychological themes of acceptance, understanding and changing interpersonal 
relationships and responsibility and how crucial they are in enabling participants’ to 
make significant, sustained changes to their mental wellbeing. It would be useful to 
incorporate these into the assessment of mental wellbeing as measures of functioning as 
opposed to a change in symptoms. It would also be valuable to have a specific focus on 
these areas in the delivery of therapy. 
Also of significance in the delivery of therapy is the consideration of ‘things outside of 
therapy’. Participants’ noted the importance of these subthemes in the maintenance of 
their mental health outside of therapy. It could prove useful to assess these elements as a 
matter of course within the assessment process and work on building these areas into 
the therapeutic work. 
Outcome measure 
As discussed above, it may be useful to develop an outcome measure based on the 
global psychological functions found as helpful aspects of making change within 
therapy and maintaining or improving change outside of therapy. Participants’ identified 
many aspects of change that weren’t about symptomatic change. The development of a 
measure could provide a meaningful measure of change as opposed to a reduction in 
symptoms and could highlight what recovery actually means to clients, for example, 
accepting their previous difficult experiences in life. Assessing these areas may help to 
assess where clients’ are in their recovery and may indicate the likelihood of relapse. 
 Information giving  
It may prove to be useful to provide information in the form of a leaflet to individuals at 
the start of therapy to build an awareness of the realities of engaging in therapy and the 
likely outcome from the perspective of service users. For example; including 
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information about the importance of being ready to make a commitment to change and 
to engage in the sessions, which helps make the most out of therapy. Also, the 
acknowledgement that distress is a part of life and in the majority of cases, it will take 
continued effort to maintain mental health once discharged from therapy, however, also 
highlighting the potential positive impact it can have.  
Follow up appointments 
The majority of participants’ discussed how useful it would be to have some sort of 
follow up from the service, whether this is a phone call for a review, an individual 
appointment or a group session where skills and strategies could be refreshed. 
Participants’ highlighted the difficulty of therapy ending and thought some sort of 
follow up session/s would decrease the likelihood of referrals to the service in the long 
term, which the relapse literature would support. It may also be useful to have relapse 
prevention plans incorporated into the sessions; however, the lack of attendance towards 
the end of therapy has been discussed by participants and is something to be mindful of. 
Offering review appointments or group sessions after discharge may offer the 
opportunity to prevent relapse and empower individuals to maintain their mental health, 
knowing that support is available should they need it.  
 
Child and adolescent mental health services (CAMHS) have developed a discharge 
passport which varies from trust to trust, however the majority offer clients a return to 
the service within a given time frame, in which they can contact the previously seen 
clinician to discuss concerns or self-refer for a further face to face appointment. It 
would be worth considering developing a ‘keeping you well’ booklet or document 
incorporating the results from the participants’ as to what things they took from therapy 
that maintain their mental health as well as things outside therapy that support their 
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mental health. The booklet could provide information about healthy living, quotes from 
service users about the acknowledgement that it will take continued effort to maintain 
their mental health and what things support them. A list of other support services such 
as voluntary sector services could also be included as well as self-help links. The 
booklet could be developed in conjunction with service users to serve as a self-
management tool. 
 
The possibility of offering ‘wellness sessions’, as described by Jessica, are worth 
considering to reduce the likelihood of relapse and referral back into the service. 
Although the service sees a high level of complexity and difference in service users who 
undertake a variety of therapies, the research demonstrates themes that run across 
diagnoses and therapies and could form the basis of perhaps a rolling course of sessions. 
These could be offered to people who have been discharged, where they could either 
attend a block course or select specific sessions that they feel would be helpful and 
relevant to their needs.  
Future Research 
The current study explored how clients recently discharged from psychological therapy 
manage their mental health on a daily basis, which highlighted elements from therapy 
and outside of therapy which support them in the longer term. How clients’ utilise 
therapy once they have been discharged is an understudied area and would benefit from 
replication with a larger sample; increasing the diversity within the sample, the 
therapists’ that were seen and the treatment modalities offered. It would be interesting to 
investigate themes as a whole across a wider sample, as well as categories based on type 
of therapy and therapist seen, to see if searching by these specifications has any impact 
on the results. As the theme ‘things that helped therapy be successful’ was produced, it 
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would also be interesting to compare these factors to a further understudied population, 
those who did not respond to therapy. It could prove useful to see if there is any 
correlation between the reasons for therapy not being successful and the reasons that 
helped therapy to be successful. Not responding to therapy could be due to a lack of the 
helpful factors or other factors that have not been considered. It would also be useful to 
continue the study over a prolonged period of time, to investigate how this has an 
impact on longer term follow up and consider the factors that may have led to relapse or 
that enabled them to continue to self-manage. 
 
There is also the potential for quantitative research to be undertaken and incorporated to 
explore the notion of benefitting from therapy. It may be that future studies could 
ascertain the association between subjective accounts of benefitting from therapy 
compared to objective measures that are used within the service, such as the CORE-
OM. Further research into the area may highlight similarities or differences between the 
two measures, leading to the development of different measures or a different process 
for assessing change and the benefit of therapy. 
 
Future work could include the development of an outcome measure that assesses the 
components found that indicate how change was enabled within therapy and how it was 
maintained or improved outside of therapy. This may lead to a meaningful measure 
assessing global psychological functions and may indicate the likelihood of relapse. 
Research could also be conducted into the development of a ‘keeping you well’ booklet 
and the impact of this on participants’ in terms of support, self-management and the 
likelihood of relapse or contact with the service. The same applies to the development 
and evaluation of ‘wellness sessions’ should they be taken forward. 
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CONCLUSIONS 
 
 The research has demonstrated that despite the complexity, presenting problem 
of the individual and type of therapy received, there are commonalities of 
changes in therapy that are utilised on a daily basis afterwards, alongside 
external factors outside of therapy that help participants’ to stay well and 
manage their mental health. This offers a trans-theoretical approach of 
individuals managing their mental health.  
 
 The study highlights the importance of therapy and the ‘life changing’ impact it 
can have on individuals. 
 
 The results include requests from participants for some sort of follow up or 
review from the service to support them in maintaining their mental health. 
 
 Participants’ discussed the importance of the relationship with the therapist, their 
commitment to change and the structure and focus of therapy as important 
factors that enabled therapy to be successful, which confirms previous research 
into this area. 
 
 A number of complex processes occur as a result of therapy that allow 
participants’ to manage their mental health on a daily basis, including an 
acceptance of themselves and what they have been through. It was also 
recognised that distress is a natural part of life and that it will take continued 
effort to manage mental health under these circumstances. The importance of 
valuing yourself and making yourself a priority was highlighted and the impact 
this had on relationships with others. The increased understanding of 
interpersonal relationships with others and themselves, what patterns of 
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interactions were helpful or not enabled changes to be made to increase positive 
ways of relating. 
 
 How clients’ manage their mental health on a daily basis once discharged from 
therapy is an understudied area and warrants further research.  
 
 The development of an outcome measure or ‘wellness sessions’, incorporating 
these themes may provide a meaningful concept of change and recovery. 
 
In setting out to understand how clients’ manage their mental health after therapy, a 
narrative account was given by participants’ that detailed the journey from factors that 
assisted the process of therapy at the time, to what was taken from therapy, factors 
outside of therapy and how therapy could be improved. The study provides an 
understanding of the role of psychological therapy in enduring change and self-
management after discharge. Important themes were acceptance of previous difficult 
experiences, mental health and distress in life, understanding and changing interpersonal 
relationships as well as strategies and techniques. Psychotherapy aims to bring about 
and maintain change. Irrespective of the varying gender, age and presenting problems of 
participants, type of therapy received and therapist they saw, all participants’ made 
reference to the fact that therapy was ‘life changing’, demonstrating the profound and 
transtheoretical nature of change and self-management. The processes and factors 
identified as important by participants stayed with them after therapy and helped them 
manage their continued problems. These should be taken into account in order to 
improve therapy, reduce relapse and increase the likelihood of continued improvement 
after discharge. It is hoped that from this more clients will leave therapy as Helen did 
feeling as though “it changed my life”. 
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Appendix 1: CORE-OM 34 questionnaire
 
 
150 
 
 
 
 
151 
 
Appendix 2: NHS Ethical Approval 
 
 
 
152 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
153 
 
Appendix 3: R&D approval 
 
 
154 
 
 
 
 
 
155 
 
 
156 
 
Appendix 4: Dataset of referrals to respective services 
 
 
Table showing distribution of clients who have had referrals to respective service: Total clients within the area = 1008  
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safety  
SPA / 
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<1% 
 
<1% 
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Appendix 5: Opt in letter 
 
       Adult Psychological Therapy Services 
Dear participant name, 
I am writing to invite you to take part in a research study that is taking place within the 
service.  
At present we know very little about how people manage their mental health problems 
once they have been discharged from therapy. In our research project, we would like to 
gather information on the experiences of people who feel they have benefitted from 
therapy and how they manage their mental health on a daily basis. We hope the findings 
will lead to recommendations on how to improve the experience of therapy, and offer 
some insight into the things that are useful after therapy sessions have ended.  
You have been contacted as you have recently been discharged from therapy, and you 
completed a clinical outcomes in routine evaluation (CORE) questionnaire when you 
began therapy. The questionnaire consists of 34 items and asked how you had been 
feeling over the last week.  
We are looking for people who have recently been discharged from the Adult 
Psychological Therapy Service and feel they benefitted from the therapy they received 
i.e. the therapy has helped the person to manage their mental health after therapy 
sessions have ended. If you feel you have benefitted, we would very much like to 
hear from you.  
Participation in the study would involve an interview about your experiences and filling 
in a questionnaire. This may last between an hour and an hour and a half. Please find 
enclosed an information sheet and consent form which gives further information about 
the study. 
If you would like to take part in the study or would like further information, please 
email umclro@leeds.ac.uk, call *** or return the slip at the bottom in the stamped 
addressed envelope. By responding to this letter you are not committing to take part in 
the study, this is simply an initial registration of interest and consent to a telephone call 
for further information. If you wish to take part in the study, all information will be 
anonymised and kept confidential, apart from exceptional circumstances which will be 
fully discussed with you. The therapist you worked with and other clinicians in the 
service will not know if you participate in the study. 
Yours sincerely,  
Professor Mike Lucock 
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Opt in response form 
I confirm that I feel I have benefitted from psychological therapy and I would like to 
discuss the option of taking part in the research further. I give consent for Claire 
Howarth (chief investigator) to get in contact with me to discuss this.  
 
Print name………………………………….. 
 
Signature…………………………………… 
 
Date……………………………………….. 
 
 
Please list below a telephone number that we will be able to contact you on.  
 
…………………………………………………………………………………… 
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Appendix 6: Information Sheet 
 
 
 
Doctor of Clinical Psychology Training Programme 
 Participant information sheet 
 
Title of research project: Understanding how patients recently discharged from 
psychological therapy manage their mental health problems 
I am writing to you to invite you to take part in a research project which aims to gain an 
understanding of how people who feel they benefitted from therapy manage their mental 
health after therapy sessions have ended. The researcher is myself, Claire Howarth and I 
am completing the research as part of the qualification of the Doctorate in Clinical 
Psychology. Please find below information explaining the project and what it would 
involve for you, so you can make a decision as to whether you would like to take part. If 
you have any questions or queries or if anything is unclear; please do not hesitate to ask 
me for further clarification. 
 
What is the purpose of the study? 
At present, there is little research on how people who have been discharged from adult 
psychological therapy services manage their mental health once therapy sessions have 
ended. We would like to gather information on the experiences of people who feel they 
have benefitted from therapy, and how they manage their mental health on a daily basis. 
We hope the findings will inform recommendations to improve the experience of 
therapy and offer insight into strategies that are useful after therapy sessions have ended.  
Why have I been invited? 
You have been invited to take part in the study if you have recently been discharged 
from adult psychological therapy services, found therapy to be of benefit and completed 
a clinical outcomes in routine evaluation (CORE) questionnaire when you began 
therapy. The questionnaire consists of 34 items and asked how you had been feeling 
over the last week. 
Do I have to take part? 
No, it is entirely up to you to decide whether to take part or not. If you decide to 
participate you will be given this information sheet to keep and asked to sign a consent 
form. If you decide to take part you can withdraw without giving a reason, up until four 
weeks after your interview. After this time, it will not be possible to withdraw as the 
results will be being analysed. A decision to withdraw will not have any impact upon 
any future care you may receive.  
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What will happen if I decide to take part? 
If you decide to take part in the study you will be asked to read and sign a consent form. 
You will then be asked to attend an interview at a time which is convenient for you, 
which will last for around an hour to an hour and a half. The interview can take place in 
your home or at the hospital where you received therapy sessions. Interviews will be 
held in a private and quiet room where you will be asked questions regarding your 
experience of psychological therapy and how you manage your mental health on a daily 
basis since therapy sessions ended. Following the interview you will be asked to fill in a 
CORE questionnaire which will take approximately 5-10 minutes. With your 
permission, the interview will be audio-recorded and later transcribed so it can be 
analysed. 
 
Are there any possible advantages of taking part? 
You will be helping the service develop an understanding of the management of mental 
health once therapy sessions have ended. It is hoped this understanding will then inform 
the service on how to incorporate these strategies to make therapy more effective and be 
of benefit to others. Though taking part may not be of direct benefit towards yourself, it 
may help in contributing towards improvements in therapy and treatment for future 
clients. 
Although it is not the intention of the research to cause distress, it is possible that taking 
part in the study and discussing your experiences may bring up difficult issues for you. 
If this is the case and you become upset during the interview, we can pause until you 
feel able to continue. The researcher will direct you to the most appropriate forms of 
support and services should you feel distressed and would like information regarding 
further input. If you wish to discontinue the interview at any time, you are free to do so 
without having to provide a reason.   
 
What will happen if I don’t want to carry on with the study? 
If you decide you no longer wish to take part in the study, please contact me. You are 
able to withdraw up until four weeks after the interview date; where any interview data 
or questionnaires will then be destroyed and will not be included in the final study. It 
will not be possible to withdraw four weeks after the interview date due to the research 
being analysed. 
 
Will my taking part in this study remain confidential? 
All data will be anonymised and any identifying information will be taken out. 
Transcribers of the data will be required to sign a confidentiality agreement and storage 
of the data will be kept on a password protected server at the University. The only 
circumstance in which confidentiality would be broken is if the researcher feels you 
may be at risk of causing harm to yourself or others, or be concerned for you safety, in 
which case the researcher would be bound to take action. If confidentiality was to be 
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broken and the researcher had to discuss your safety with the appropriate services, the 
details of the actions the researcher would take would be fully discussed with you. 
 
What will happen to the results of the study? 
The results will be written up as part of the Doctorate in Clinical Psychology Training 
Programme and will be held by the University of Leeds Library. The results may also 
be written up for submission to a journal and may be presented at a conference to peers 
in the future. You will be offered a summary of the results of the study. 
If you would like this or any other information about the project then please contact me 
at the address below. 
Claire Howarth 
Psychologist in Clinical Training 
The University of Leeds 
Leeds Institute of Health Sciences 
Doctorate in Clinical Psychology 
Charles Thackrah Building, Room G.04 
101 Clarendon Road, Leeds, LS2 9LJ 
0113 343 2732 
umclro@leeds.ac.uk 
 
Supervised by; 
Dr Gary Latchford    Professor Mike Lucock 
The University of Leeds   Adult Psychological Therapy Services 
Leeds Institute of Health Sciences  Castleford, Normanton and District 
Hospital 
Doctorate in Clinical Psychology  Lumley Street 
Charles Thackrah Building, Room G.04 Castleford 
101 Clarendon Road, Leeds, LS2 9LJ WF10 5LT 
 
The research is sponsored by the University of Leeds. The research has been reviewed 
and approved by NRES Committees – North of Scotland (1) and South West Yorkshire 
Partnership NHS Foundation Trust Research and Development Department. 
 
What if there is a problem? 
If you have any concerns about any aspect of the study, please speak to the researcher 
who will be happy to address your questions. If you would like to make a complaint 
about the research, details about the process can be obtained from; 
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Claire Skinner 
Faculty Head of Research Support, 
Faculty of Medicine and Health Research Office, 
Room 10.110, Level 10, 
Worsley Building, University of Leeds, 
Clarendon Road, Leeds, 
LS2 9NL 
 
Alternatively, you may wish to speak to someone at the Trust, if so, please contact the 
Trusts’ Customer Services department via; 
 
Telephone – XXX 
Email – XXX 
Post – XXX 
Fax – XXX 
 
Thank-you for taking the time to read this information. If you wish to take part in the 
study, your travel expenses to the interview location will be reimbursed. 
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Appendix 7: Consent Form 
 
 
Doctor of Clinical Psychology Training Programme 
 
Title of project: Understanding how patients recently discharged from psychological 
therapy manage their mental health problems 
Name of researcher: Claire Howarth   Participant Consent Form  
 
Once you have read the participant information sheet (version X and date) and are 
happy to participate in the research, please read the items listed below. Please initial 
each item you agree with and sign and date at the bottom before handing back to the 
researcher. 
     If you agree, please initial box 
 I have read and understood the participant information sheet for the above 
study. 
 
 I have had the opportunity to consider the information sheet and to discuss and 
ask questions about the project. I have had any questions about the study 
answered satisfactorily. 
 
 I understand that if I have any problems regarding the research I can discuss this 
with the researcher who will plan a course of action with me. 
 
 I understand that taking part in the study is voluntary and I am free to withdraw 
from the project up until four weeks after interview without giving a reason. 
 
 I understand that taking part in this project will not have any effect upon the 
healthcare I receive. 
 
 I understand that some direct quotes may be used in the final report, however 
these will anonymised and any identifiable information will be removed. 
 
 I understand that my responses will be kept confidential unless the researcher 
feels there is a significant risk to myself or others, which has been discussed 
with me prior to conducting the interview. 
 
 I agree to the interview being audio-recorded.  
 
 I agree to take part in the research project.  
 
 I would like to receive a summary of the research.  
 
Name of participant:    Signature:    Date: 
 
Name of researcher:    Signature:    Date: 
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Appendix 8: Topic Guide 
Outline 
 Check information sheet and consent form has been received, that they have read 
and understood them. Give the opportunity to ask any questions they may have 
 Go over confidentiality – everything will remain confidential unless some 
information is shared that I feel places the participant or others at risk, this 
information will then be shared with the necessary organisations in discussion with 
the participant.  
 Go through and sign the consent form  
 Explain they are able to take a break if anything we discuss makes them feel 
uncomfortable 
 Confirm they are able to withdraw from the research without giving any reason until 
four weeks after the interview date 
 Explain the outline of the interview – asking questions about their experiences 
which will take around 60-90 minutes, then filling in a questionnaire which will 
take around 5-10 minutes. 
Topic guide 
  Helpful aspects of therapy outline 
Most recent experience of therapy 
 Can you tell me about your most recent experience of psychological therapy? 
 Do you feel you benefitted from your last experience of therapy? If so, how/why? 
 Is there anything in particular from the last time you had therapy that stays in your 
mind? What has stayed with you from therapy? 
 Are you still using anything from therapy on a day to day basis? Can you think of 
an example where that has worked for you? 
 In your current life situation, has therapy been helpful? If so, what were the most 
helpful things about therapy that you use in your life now? 
 Was the therapy important to you? If so, why? 
 Were you given any relapse prevention or recovery plan information? If so, did you 
find it to be helpful? 
 Is there anything you found to be unhelpful from your most recent experience of 
therapy? 
 If there is anything you could go back and say to yourself at the end of therapy, 
what would it be? 
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Previous experiences of psychological therapy 
 Can you tell me about your previous involvement with psychological therapy 
services? Have you had therapy previous to the last episode in this service? What 
were your initial thoughts and feelings about attending therapy? Do you feel you 
had benefitted from therapy in the past? If first experience of therapy, how did you 
find it? 
 What can you remember from the last time you had therapy? 
Managing mental health 
 Are there other things you do that help you to manage your mental health on a day 
to day basis? 
Further information 
 Is there anything else you’d like to tell me that you feel we haven’t covered? 
Research aspects 
 How has it been for you to take part in this interview/research project? 
After interview 
 Thank them for taking part – acknowledge it can be difficult to talk about past 
issues, provide contact details of services who can offer support should they feel 
they would like to talk to someone in the future 
 Follow up any risk issues should they arise 
 See if there are any further questions before ending 
 Pay travel expenses 
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Appendix 9: Examples of NVivo analysis 
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